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THE PSYCHIATRIC DAY HOSPITAL : AN EVALUATION OF 4 YEARS’ 
EXPERIENCE 


L. S. Gituis, M.D., D.P.M., Psychiatrist, Tara Hospital, Johannesburg 


The principles that the patient should spend the least possible 
time in hospital and that as much as possible should be done 
for him in a visiting, rather than a resident capacity, are well 
established in medicine and psychiatry. The logical extension 
of this is the concept of the day hospital for the treatment of 
mental illness. In practise this fills a gap between consultant 
and out-patient services, on the one side, and in-patient 
hospitalization on the other. By day hospital is meant an 
organization where the patient attends during the day only 
over a period of time, and where he receives whatever treat- 
ment may be necessary and returns to his home in the evening. 
The advantages of this are obvious. The cost is less; the 
patient is spared the inconvenience and emotional disturbance 
consequent on his being uprooted from home and family; 
there is a diminished risk of ‘institutionalization’ (always a 
danger to be avoided in psychiatry with its large proportion 
of chronic cases and persons unable to fend for themselves 
adequately in the outside world); and the transition on dis- 
charge from a sheltered hospital world, when the patient is 
still to some degree convalescent, is made easier because he 
was never really isolated from his normal surroundings in the 
first place. In addition, the principle of day hospitals is in 
keeping with advanced thinking in psychiatry as described 
in the Sth Report of the WHO Expert Committee on mental 
health. In this report it is advised that the mentally ill 
are best treated in their own community as far as possible. 
The 3rd report? of the abovenamed body is based on the same 
premise and the Expert Committee record their opinion that 
day hospitals represent a distinct and important addition to 
the means of treating psychiatric patients. Every community 
hospital should consider the establishment of a day-patient 
section. 

Day hospitals are a comparatively recent development; 
the first organized endeavours were made in Montreal in 
1946 and they were described by Cameron® in 1947. As a 
result of this work centres have been established elsewhere, 
notably in England, where Bierer‘ and Aron and Smith*® 
report good and encouraging results. Although day hospitals 
are particularly suited to the needs of psychiatric patients, 
they have an application in other fields of medicine as well, 
for instance, in geriatrics, and work in this sphere has already 
been commenced in Oxford. 

In this article our experience gained in the day-hospital 
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section of Tara Hospital in Johannesburg is reported. It 
covers a 4-year period since 1954, when it was first established, 
and an attempt is made to analyse certain practical and 
theoretical problems which concern a psychiatric day hospital. 
During this period a total of 432 patients have passed through 
this day hospital (with an average of 108 admissions per year). 
These 4 years have provided a varied and fairly extensive 
experience of the workings and management of such a 
hospital. As the day-hospital section of Tara has been a 
pioneer venture in this field in South Africa, in many ways 
experimental, it has been felt that the experience gained should 
be shared with others who are interested in the possibilities 
of day hospitals. 


FUNCTIONS OF A PSYCHIATRIC DAY HOSPITAL 


The functions of a psychiatric day hospital correspond fairly 
closely to those of an in-patient hospital. In addition, 
however, the following special features must be enumerated: 

1. Observation and Investigation of Mental Iliness. Very 
often patients presenting in routine practice need observation 
of their behaviour and psychic processes in a more continuous 
fashion, and more comprehensively, than can be achieved 
on an out-patient basis. The day hospital is an ideal venue 
for this purpose and it does not entail removing the patient 
from his home. Furthermore, because all facilities needed 
for such investigation are aggregated under one roof, and the 
patient is continuously present, psychologists, social workers, 
clinical pathological laboratory, etc., can speedily carry on 
their work. 

2. The day hospital is an active treatment centre where 
the majority of the conventional and current psychiatric 
therapies can be administered. In psychiatry we are fortunate 
because the patient can often be treated without having to 
stay in hospital at night, for instance by means of psycho- 
therapy, electro-convulsive therapy and various drug 
treatments. Electro-convulsive therapy is suitably given in 
the day-patient setting. The patients arrive at the hospital 
early in the morning before breakfast. They then have their 
treatment, and after a short recovery period spend the rest 
of the day engaged in the many therapeutic activities of the 
hospital, e.g. occupational therapy, relaxation therapy and 
recreational therapy. Tara Hospital is perhaps somewhat 
exceptional in this respect because extensive facilities for 
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therapeutic occupation exist. Therapeutic occupation fills 
the major part of the patient’s day. It is quite feasible, how- 
ever, that in institutions with less developed facilities of this 
nature, other arrangements, in which the patients can partici- 
pate, can be made. 

Another range of activities which are duly accentuated 
in this hospital, is group psychotherapy of different types, 
and most day patients attend these sessions daily. Those 
patients who need specialized forms of psychotherapy, either 
individually or in a group, are further dealt with by a special 
psychotherapy unit. Milieu therapy plays an important role 
in the day hospital. Its main aim is to encourage the patient 
to take an active part in his own treatment. This serves to 
discourage passive, regressive psychopathological trends which 
may result from too much care and control in hospital; it 
helps to counteract the isolation of the self from the environ- 
ment (a constant feature of mental illness), and it tends to 
keep the patient in contact with those aspects of life which 
are external to the hospital and which demand activity, 
enterprise and initiative in the conduct of daily life. A bridge 
towards rehabilitation is thus built. The means by which 
this is accomplished are described elsewhere by Moross and 
Gillis,® and will not be dealt with here except to say that a 
significant part of this therapy rests upon the fact that patients 
are expected to assume some responsibility for the running 
of the day hospital through committees, representatives, and 
general discussion of communal affairs. 

3. The day hospital may serve as a diagnostic device for 
the screening of patients. The patient can then, if not suitable 
for day hospitalization, and according to his condition, be 
transferred to the in-patient section of the hospital or referred 
to a special clinic; or arrangements can be made for his 
admission to a mental hospital if he is grossly psychotic. 

4. Rehabilitation of the psychiatrically ill is an important 
function of the day hospital, and right from the beginning 
efforts are made to facilitate the patient’s rehabilitation to 
his family, his work and the community in which he lives. 
On discharge, therefore, he may, without further loss of time, 
and without psychological or material obstacles, take up 
his ordinary life again. 

5. Another function of the day hospital which operates 
in conjunction with an in-patient unit, is its use as a sfepping- 
stone towards full participation of the patient in his 
community. For example, in-patients at Tara Hospital are 
often transferred to the day hospital before discharge so 
that they can gradually become adjusted to a fuller participa- 
tion in their ordinary activities. 


ORGANIZATION OF THE DAY HOSPITAL 


Patients attend daily from Mondays to Fridays from 8.30 a.m. 
to 4.30 p.m. They report to the sister-in-charge on arrival 
and then disperse to their various treatments and hospital 
activities. Great emphasis is placed on regular attendance, 
and on arriving and leaving on time. It has been found very 
necessary to insist on this in view of the nature of many 
psychiatric illnesses. For instance, depressed patients may, 
and usually do, feel particularly bad in the mornings and 
‘not up to coming out’. They stay away, therefore, when they 
are most in need of treatment. With other patients fear of 
therapy may have the same effect, or the state of inertia, 
induced by the illness, may operate. Still others, driven by a 
morbid desire for isolation and withdrawal, will stay away to 
avoid the socializing influence of the hospital. Much super- 
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vision is necessary and all late or non-attendances must be 
discussed with the patient. Should a patient suddenly cease 
to attend, either he or his relatives are contacted by the nurse 
working in the community service. She may go out to visit 
him, investigate his difficulties and induce him to return. 

In order to afford a picture of what the patient is doing 
whilst in hospital, the following account of the time spent 
weekly in various activities is given. It is only a general 
estimate for it varies from patient to patient: 

Occupational therapy: about 20 hours per week. 

Special treatments: \ 

Interviews with psychiatrists: }4-5 hours per week. 

Group therapy: 

Relaxation therapy: about I-14 hours per week. 

Physical education and sporting activities: 8-9 hours per week. 

Rest and meal periods: 6-7 hours per week. 

Group meetings, excluding group psychotherapy: 2-3 hours 
per week. 

In a day hospital run in conjunction with in-patient facilities 
as at Tara Hospital, constant endeavour is required to keep 
a close coordination of day patients with the rest of the 
hospital so that they do not become a split-off group among 
themselves. There are several reasons why this is necessary, 
the most important being that this particular hospital is 
conceived, and operates, as a single, coherent, therapeutic 
structure. Much of the benefit of hospitalization is a result 
of the processes of group interaction, socialization procedures, 
and the interdependence and teamwork of the hospital 
population. These processes are vitiated or minimized by 
the splitting-off of any particular section within the hospital. 
How this is achieved is described elsewhere.*® 

In order to facilitate group interaction day patients and 
in-patients mix and work together freely in all hospital activi- 
ties, e.g. they mix in the occupational therapy department, 
they attend the same group therapies, participate in sporting 
and recreational activities together, and they use the same 
dining room. It has been found, however, that a separate 
focus for day patients is necessary without encouraging them 
to form a separate group. What is required is something that 
corresponds to the ward duty room for in-patients, where they 
can be given their medicines, where administrative matters 
can be attended to, and where they can raise immediate 
problems and requests. In addition we have found that they 
tend to feel themselves ‘loose bodies’ in a highly organized 
hospital structure unless some central gathering point is 
available. The arrangements described above are the result 
of the experience at Tara Hospital, and some of them arise 
only because of the mixed population of in-patients and day 
patients. In other hospitals where only day patients are 
admitted the problem does not occur, although the experience 
in general will probably correspond with our experience. 


Staffing Arrangements 

We have found that one senior psychiatric nurse with some 
experience of this kind of work is usually able to deal with 
40 patients—except under circumstances of stress. She has 
a special and difficult role to fill because much of the control 
normally exercised for in-patients is lacking in the day hospital 
as the patients are not under expert supervision at night; 
the diet is difficult to supervise, and day patients absent 


- themselves more easily from hospital than in-patients. It is a 


problem of greater dispersion of day patients in contrast to 
closer agglomeration of in-patients, who are more easily 
kept under observation and control. For this reason we have 
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found it necessary to train nurses specially for the day hospital. 

As regards medical attention, we have found that 1 experi- 
enced psychiatrist can handle 30-40 patients. It must be 
remembered that at Tara Hospital some, at least, of the 
patients are treated concurrently by other agencies, e.g., in 
the physical treatment units and in the psychotherapy unit. 
Conceivably, were these facilities not available 1 psychiatrist 
might find himself unduly taxed and more might have to be 
employed. In addition there is a full staff of social workers, 
occupational therapists, relaxation therapists, a psychologist 
and other ancillary personnel, who attend to both day patients 
and in-patients. A day hospital operating autonomously will 
need similar staff of its own, although it may be possible 
that some of them need only be employed part-time. 


CASES SUITABLE FOR TREATMENT IN A DAY HOSPITAL 


Only a proportion of the psychiatric cases presenting in 
doctors’ consulting rooms or in out-patient departments are 
suitable for treatment in a day hospital of the type described 
above. Suitability depends on two general groups of factors 
which are dealt with separately a follows: 


A. Limitation of Suitability imposed by Factors External to the 
Patients’ Psychiatric Condition 


1. Patients who are domiciled in areas distant from the 
hospital, or where they are not able to avail themselves of 
regular hospital transport (which runs from the centre of 
Johannesburg), are unable to attend the day hospital. It is 
surprising, however, to note how many patients come from 
as far afield as Springs, Pretoria and Krugersdorp. 

2. Physical disability or infirmity of age sometimes makes 
it difficult for patients to attend; e.g., concurrent heart 
disease or hemiplegia. 

3. Financial or domestic considerations, as with the 
destitute man with a family to support, or the housewife and 
mother who cannot leave the family all day, also play a part. 
These obstacles to daily attendance can usually be dealt with 
by the social worker but on occasion they constitute an 
absolute bar to day-hospital treatment, and other arrange- 
ments for treatment must then be considered. 


B. Limitations of Suitability imposed by the Patient's 
Psychiatric Condition 

An analysis of the diagnosis of 357 cases treated in the day 
hospital during the 3 years 1955-57 reveals the following 
composition. For comparison the composition of in-patients 
by diagnosis is also given. 


Percentage Incidence of Total 
Diagnosis 


Day patient 

Anxiety reactions... 21 
Hysteria 
Obsessional compulsive states 
Occupational neuroses 
Hypochondriasis 
Neurosis—other and unspecified 
Neurotic or reactive depression 
Severe depression, including manic 

depressive psychosis ae 
Schizophrenic illness. . 
Paranoid states 
Behaviour disorder 
Adjustment reaction of adolescence 
Personality disorders 
Addiction and chronic alcoholism . 
Not diagnosed 
Other conditions 


In-patient 
33-9 


wan 


| 
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These figures demonstrate that classification by diagnosis 
for in-patients and day patients are highly comparable and 
that, generally speaking, a day hospital can deal with the same 
type of case as an in-patient hospital like Tara Hospital. 
There are, however, certain differences of practical importance 
irrespective of diagnosis. The day patient must not be so 
severely disturbed as to constitute a nuisance or a danger 
which his family or his normal community cannot control 
while he is not at the hospital. If he tends to wander off and 
get lost, or has strong and irresistible suicidal inclinations, 
or shows irresponsibility and lack of control of his behaviour, 
e.g. failure to attend hospital regularly; or, if by virtue of his 
symptoms he causes an undue disturbance at his home at 
night;—if for these and other similar considerations the 
patient cannot be managed in a day hospital, he should be 
treated elsewhere. For the same reasons, chronic alcoholics 
and drug addicts are particularly difficult to handle in a day 
hospital because they can obtain their drug with ease from 
outside and thereby negate the effect of treatment. 

The limiting factor to admission is therefore not the 
diagnosis, but the nature and the degree of the disorder. 
If the patient will and can attend regularly, and if his beha- 
viour is satisfactory at home during the rest of the time, he 
will be suitable for the day hospital. In practice, a large pro- 
portion of psychiatric cases do conform to these requirements, 
and our opinion, which has gathered weight with increasing 
experience, is that many cases previously only considered 
suitable for in-patient hospitalization can now be equally well 
treated as day patients. In fact, at Tara the in-patient waiting 
lists are scanned periodically to detect likely cases for the day 
hospital, and in this way many patients are treated earlier, 
less expensively, and as effectively as they would have been 
treated as in patients. In addition, the in-patient waiting list 
has been shortened considerably. 

In order to define our experience regarding the suitability 
of cases more accurately, and also to throw light on selection 
procedures, it has been helpful to analyse a series of 128 
consecutive cases treated during 1957 in respect of length 
of stay, reasons for leaving hospital, patterns of attendance, 
and the improvement obtained. The results of this analysis 
are as follows: 

1. The average length of stay of day patients was 32 days, 
as compared with 45 days for in-patients. The difference is 
probably accounted for by the fact that, in general, in-patients 
were more seriously ill than the day patients. 

2. A significant finding was that nearly 50°, of the day 
patients stayed less than 2 weeks in hospital. This is not a 
satisfactory state of affairs because it is unlikely that such a 
large proportion of psychiatric cases will improve sufficiently 
for discharge within such a short period. Investigation of 
these cases revealed the following reasons for their short stay: 

(a) 32 cases had been previously treated as in-patients for 
varying periods and were transferred to the day hospital 
pending arrangements for discharge. In these cases the day 
hospital was legitimately used as a stepping-stone before 
discharge. 

(b) 20 cases (30°, of those who left within 2 weeks) 
discharged themselves, usually without notifying the doctor, 
or against his advice. Many of these cases were unsuitable 


for treatment in the first place, or came to hospital only under 
the pressure of family or friends and against their own wishes. 
Some felt they were not psychiatrically ill, and others had 
gross neurotic fears and urges which prevented them from 
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accepting the recommended treatment. This, however, is 
not a problem which is confined to the day hospital only; 
it is spread through the whole field of psychiatry, and a very 
similar proportion of cases fail to take advantage of either 
out- or in-patient treatment in this and other hospitals. This 
fall-out becomes of more importance in institutions such as 
the day hospital, where the patient is free to dictate his own 
actions regarding treatment. 

(c) The remaining cases were found to be so grossly 
disturbed on admission that they were unsuitable for treat- 
ment in a day hospital—they needed to be confined or have 
custodial care—or their physical and material circumstances 
were such that daily attendance was impossible, e.g. they 
suffered from disabling heart disease, lived too far away, etc. 

This high initial fall-out rate emphasizes the great need 
for carefui selection before admission, and in practice it has 
been found necessary to screen all cases at an initial interview. 
This initial interview has been made a sine qua non at this 
hospital and seems to have resulted in a lower fall-out rate, 
although no actual figures are available as yet. 

3. The remaining cases stayed in hospital for periods 
ranging from 2 to 10 weeks. In only 8 cases was it necessary 
for the patient to remain longer than 10 weeks. 

4. Regarding improvement on treatment, results were 
found to be coraparable with those of in-patients; that is, 
about 70° of cases improved to different degrees. This is a 
general assessment and it includes such criteria of improve- 
ment as removal of symptoms, occupational adjustment, 
insight, interpersonal relationships, personality reorientation, 
and better adjustment in general. A more detailed report on 
these results will be published later. In general it was found 
that the more regularly a patient attended the day hospital, 
the better was the ultimate result. 

5. The cost of day hospitalization is substantially less than 
that of in-patient hospitalization. No wards or ward equip- 
ment are necessary, and the patients get only the midday meal 
in hospital. An estimate of the running costs per patient-day 
made at Tara Hospital, alloting to day patients a ‘pro rata’ 
share of all relevant expenses, including salaries, medical 
services and equipment, meals, linen, the services of ancillaries 
such as occupational therapy, physiotherapy, and other 
amenities, shows that day hospitalization in this hospital costs 
at least one-third less than full in-patient hospitalization. 


SUMMARY 


1. There is an ever-growing need for psychiatric facilities, 
and day hospitals should be regarded as an effective and 
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relatively inexpensive way of providing for a considerable 
segment of the psychiatric needs of the community. The 
operation of day hospitals is in line with the present-day 
psychiatric thinking that the psychiatric treatment centre 
should be as open and accessible to the community as possible, 
and that the patient should be removed from his community 
as little as is feasible whilst he receives treatment. 

2. A selected group of psychiatric patients can be treated 
in a day hospital but many patients previously thought 
suitable only for in-patient treatment can be dealt with quite 
adequately on a day-patient basis. 

3. The day hospital should be an active treatment centre 
where all current therapies can be carried out on a short-term 
basis and one of its main functions should be the rehabilitation 
of the patient to his community. The day hospital will 
function best in conjunction with other psychiatric facilities 
such as out-patient departments, long-stay units, neurosis 
centres, etc. Nevertheless, even in areas where these are 
limited or do not exist, the day hospital will provide, relative 
to its cost, a considerable service. 

4. The establishment and maintenance of a day hospital 
are likely to cost considerably iess than other institutional 
treatment because it is a non-residential organization. Pur- 
pose-designed buildings are not essential, neither is lavish 
equipment, and two of the most effective institutions known 
to me (the Marlborough day hospital and the Maudsley day 
hospital, both in London) operate quite modestly in con- 
verted old houses. It is essential, however, to have premises 
which are large enough, a fully equipped occupational-therapy 
unit, and the services of experienced psychiatric nurses, occu- 
pational therapists and social workers, etc. Some of these can 
function on a part-time basis. 

5. A survey is given of the organization and experience of 
the day-patient section of Tara Hospital, embracing a period 
of 4 years. 
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“ Suid-Afrikaanse Tydskrif vir Geneeskunde : South African Medical Journal 
od VAN DIE REDAKSIE : EDITORIAL 
le, LONGFUNKSIE-PROEWE 
ity 
Gedurende die afgelope 2 dekades het meer as 700 skrywers terwyl die funksie uitgevoer word sonder enige sensasie 
ted artikels oor hierdie onderwerp gepubliseer wat van so ‘n van ventilasie-ongemak of nadelige effek op die hart of 
ght gehalte was dat hulle een of meer male aangehaal is in ander ander organe.” As mens in ag neem hoe ‘n algemene simp- 
- artikels. Die belangrikstes is versprei in 43 verskillende '00Mm dispnee is, hoe dikwels sianose klinies waargeneem 
mediese tydskrifte sonder enige konsentrasie in enige be- en dit wat 
sondere een. Tog is dit slegs die herhaling van die belang- 
rm waarde van hierdie proewe verkry word. 
ion stelling in hierdie onderwerp wat nuut is en nie die belang- Hier in Suid-Afrika is die baanbrekerswerk op hierdie 
vill stelling as sodanig nie. Sir Humphry Davy het reeds 100  gebied deur Becklake en medewerkers gedoen en waarde- 
ties jaar gelede die residuele volume van die long bepaal met  yolle werk wat plaaslik en oorsese erkenning geniet, is deur 
Isis behulp van ‘n vreemde gas (waterstof) en terselfdertyd die julie gedoen. Tans is by alle opleidingshospitale in Suid- 
are tyd van gasmenging in die longe bepaal. : Afrika ook ’n funksionerende longfunksie-eenheid, en die 
‘ive Sedert 1940, as gevolg van die impetus van navorsing OP volgende logiese stap sou die navolging wees van hierdie 
die gebied van die fisiologie van stratosfeer-vlugte en lug- voorbeeld deur kleiner hospitale, op miskien °n kleiner 
ital vaart-geneeskunde en die ontwikkeling van thorakale chi- aaj. 
nal rurgie, het ons kennis van respiratoriese fisiologie met rasse Die uitrusting van so ‘n eenheid hang af van tot watter mate 
hen skrede gevorder. Die bydrae wat hierdie studierig:ings tot navorsingswerk, en tot watter mate kliniese werk, gedoen 
yish ons begrip van longsiektes gemaak het, is van geen geringe <a) word. Etlike jare lank het die afdeling vir thorakale 
ei waarde nie. Weliswaar het dramatiese ontdekkings en verrei- siektes van die Amerikaanse Mediese Vereniging ’n uit- 
day kende omwentelings nie voortgespruit uit hierdie toetse nie, stalling gereél om die basiese metodes in praktiese long- 
ing maar dit het ons begrip van die patologiese fisiologie in funksieproewe te demonstreer, veral met die oog op wat 
ises toestande soos emfiseem, diffuse longfibrose en broncho- jn die spreekkamer en kleinere klinies—fisiologiese labora- 
apy spasma tog op 'n rasionele basis geplaas. Algemene indrukke — toriums gedoen kan word.* Hoewel ’n omvattende handboek 
Mui kan nou aan objektiewe maatstawwe getoets word en Ons gor hierdie onderwerp, met genoemde oogmerk in gedagte, 
can terapie in hierdie gevalle kan objektief na waarde geskat nie peskikbaar is nie, kan die beginsels en basiese informasie 
word. ; ; gevind word in die monogram van Comroe, et al.4 en die 
e of Wat om presies van longfunksie-proewe te verwag, €f — hoofstuk in Bickerman en Barach se boek® is spesiaal met 
riod wat nie, is reeds in 1951 deur Comroe opgesom.' Dit kom hierdie doel vir hierdie geneeshere saamgestel. Hierdie 
daarop neer dat hierdie toetse Slegs die fisiologiese afwykings — jiteratuur gee ook breedvoerige, uitgesoekte verwysings na 
aandui, nuttig is as n hulpmiddel by die diagnose van ie uitgebreide literatuur oor die onderwerp. 
dical sekere hart-long-afwykings en in die differensiasie tussen Af en toe word nog deur sommige sogenaamde ,praktiese’ 
histeriese en organiese hiperventilasie. Diffuse stoornisse,  ojJegas na hierdie toetse verwys as ,akademiese speelding’. 
-R. en meer spesifiek die alveolére-kapillére blok-sindroom, | ank yoor Harvey die sirkulasie van die bloed beskryf het, 
vital, kan hierdeur gediagnoseer word. Soos reeds genoem, kan was toernikette in algemene gebruik. Waarskynlik het 
ome die resultate van terapie beoordeel word en gevalle kan Harvey se eksperimentele waarnemings dus ook vir sy 
objektief opgevolg word. Daarenteen kan ‘n anatomiese  praktiese’ tydgenoot as ,akademiese’ tydverspilling voor- 
. diagnose nie verwag word nie. “n Kortsluiting kan bv. gekom. Ons is egter vandag gelukkig in ’n posisie om te 
i vasgestel word, maar of dit intra-kardiaal of intra-pulmonaal beweer dat hierdie akademiese werk op die lange duur van 
wah geleé is, kan nie hierdeur vasgestel word nie. Daar is geen meer praktiese waarde as die toerniket was. Dit is ook nie 
enkele genoegsame toets nie (omdat die funksie van di€  jank gelede nie dat hart-kateterisasie Forsmann onder sy 
long veelvuldig is). n Gevolgtrekking kan Slegs uit "n battery kollegas ongewild gemaak het, en dat elektrokardiografie 
toetse gemaak word. Dit geld natuurlik ook vir enige orgaan —_peperk was tot opleidingshospitale en navorsingsinrigtings. 
waarvan die fisiologiese funksies bepaal word bv. lewer- 1. Comroe, J. H. Jr. (1951): Amer. J. Med., 10, 356. 
funksie-proewe ens. 2. Donald, K. W. in Arnott, W. M. ed. (1953): Respiratory Function Estimation 
6.50 Donald? het in 1953 die funksie van die longe soos volg pow 
gedefinieer (vry vertaal): handhawing in die arteriéle al. The Lune: Clinical Physiology and Pulmonary 
dited bloed van ’n normale en byna konstante suurstof- en kool- Function Tests. Chicago: Yearbook Publishers. 
New suurgas-inhoud en spanning onder alle fisiologiese toestande, Baltimore: Willtame en 
port. 
POLIOMYELITIS VACCINES 
raik’s 
— In its Second Report' the WHO Expert Committee on alia) reports what has been done to prevent paralytic polio- 
“Also Poliomyelitis reviews the progress made in various fields of _myelitis by the use of inactivated vaccine (Salk type) and 
a Poliomyelitis during the past 3 years. The Committee (inter also the position as regards the use of live attenuated strains 
Book- 
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of poliovirus, hitherto tried on human subjects in experi- 
mental studies only. In view of the favourable results of 
these studies the Committee advises that carefully supervised 
field trials should be carried out with the live vaccine. 

Reviewing the poliomyelitis situation in various countries 
during the last 3 years, the Committee reports in several 
‘a notable increase in the incidence of paralytic cases, often 
to epidemic proportions’, giving rise to fears that this ‘heralded 
a period in which epidemics would recur at intervals and 
possibly increase in extent and severity’. South Africa is 
one of the countries in which such an increase has been 
experienced. Here there was a prolonged and severe epidemic 
during these years extending for the first time to Natives 
also, amongst whom nearly all the cases were in children 
under 6—the majority under 3. In the Europeans, children 
of older-age groups were affected almost as severely as 
those of the 0-5 year age-group, and there were a large 
number of cases in adults, many ending fatally. The Com- 
mittee goes on to state, however, that ‘a notable reduction 
has been reported from other countries and in many, but 
not all, this reduction has been associated with mass im- 
munization’. 

In the USA over 70 millions of inoculations of the Salk 
vaccine were administered in 1956 and the effectiveness has 
been shown by a shift in the age distribution of paralytic 
cases. The relative incidence in the 0-4 year age-group 
increased, while that in the 5-9 year age-group, which had 
been more extensively vaccinated, decreased. At least a 
half of the American population under 20 years of age 
received one or more doses of vaccine, and the reduction 
of cases of paralysis in the vaccinated group as compared 
with the non-vaccinated was estimated at 73%. A careful 
evaluation was also made in Great Britain. Here, where 
in 1956 it was found possible to complete the course of 
vaccination in 148,684 children, the incidence of paralytic 
disease in the vaccinated was about one-fifth of that in the 
unvaccinated. 

The Expert Committee records that large-scale vaccination 
with inactivated vaccine was also undertaken in Australia, 
Canada, Denmark, Israel, Sweden, and South Africa, and 
important but less extensive programmes in a number of 
other countries. In Australia 2,200,000 out of the 2,500,000 
children under 15 had received 1 or 2 injections (nearly 
all 2) by June 1957. In Denmark since 1955 practically the 
whole population up to 20 years old had been inoculated 
(by the intradermal route) as well as a large proportion 
of the up to 40 years old. In 1957 the whole child population 
of Israel between 6 months and 34 years old had been in- 
tradermally vaccinated ; and in Sweden about 75 % of children 
aged 4-11 by the subcutaneous route. In South Africa the 
report records that 500,000 children had received 2 doses of 
vaccine at intervals of 3-6 months between injections, and 
that all individuals, of whatever age, who wished to be 
vaccinated had received at least one inoculation. The supply 
of vaccine prepared in the Union had been supplemented 
in 1957 by supplies from the USA. (The Union Minister 
of Health stated on 21 August 1958 that between April 
and June this year 751,000 doses of vaccine were produced 
in South Africa and that so far 2,122,000 doses had been 
issued.) 

In Australia, Canada, South Africa, and the UK, in all of 
which poliomyelitis was prevalent, it was possible to make 
an estimate of the extent of protection afforded by vaccina- 
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tion. In all of them the evidence pointed to a protective 
effect of the same order of magnitude as that observed in 
the US, where in 1956 it was estimated at 73%. Reactions 
following vaccination were few and generally mild. On 
the question of the possible precipitation of an attack of 
paralytic poliomyelitis, there appeared in the USA to be 
no undue incidence within 30 days of injection, nor were 
the cases showing a correlation between the site of injection 
and the site of paralysis more numerous than might be 
expected as the result of chance. No evidence was forth- 
coming contra-indicating the pursuance of vaccination 
campaigns while poliomyelitis is locally prevalent, but 
both in South Africa and the USA vaccination in the face 
of an epidemic did not appear to shorten its course. The 
Committee emphasizes that persons vaccinated with in- 
activated vaccine in the ordinary way are no less liable than 
the non-vaccinated to have an alimentary infection and to 
excrete poliovirus from the bowel. 

Live-virus Vaccine. Polioviruses of all 3 types have been 
isolated by the plaque technique which possess only minimal 
residual neurotropism to monkeys and multiply in the 
alimentary canal of unimmunized human subjects, leading 
to the formation of antibodies in a similar way to natural 
infection with poliomyelitis. As indicated above, the Expert 
Committee expresses a strong opinion that the time has 
come when controlled field trials of such vaccines should 
be undertaken on a considerable scale. Preliminary tests by 
several investigators have shown no harmful effects and the 
Committee feels that information is badly needed which 
can only be obtained by more extensive field trials. The 
Committee is careful to say that it is not its intention ‘that 
the use if attenuated strains should displace the use of an 
inactivated-virus vaccine in any of the areas where it is currently 
being used or will be used shortly, but rather that it should 
supplement it or substitute for it in areas where the use 
of the inactivated-virus vaccine is not feasible’. The Com- 
mittee mentions circumstances which it believes suitable 
for such a trial. Amongst these it refers to conditions in 
which it is desirable to reinforce the immunity previously 
produced by an inactivated-virus vaccine, where the value 
of the procedure would be to enhance the humoral anti- 
bodies and also to induce resistance within the alimentary 
tract. The Committee suggests that such trials should be 
supervised by an individual experienced in poliovirus in- 
vestigations, with adequate laboratory facilities and the 
assistance of other virologists as consultants; and it lays 
down technical criteria which it considers should be satisfied 
in the selection of strains for use. It would appear that 
South Africa is well equipped to comply with the suggested 
conditions. 

In conclusion the Committee stresses that these trials 
are recommended in the belief that they may further reduce 
the prevalence of poliomyelitis. It says: ‘Should these live- 
attenuated-poliomyelitis trials be successful, not only do 
they carry with them the hope that a more solid immunity 
against poliomyelitis might be achieved, but the possibility 
of eliminating or reducing the movement of virulent polio- 
virus within a given community might be realized—a result 
which the inactivated-virus vaccine does not achieve.’ 

A preliminary report has now come to hand of a large 
field trial with live attenuated virus recently carried out by 
Koprowski? and his associates in the Belgian Congo and 
Ruanda-Urundi. Here type-1 poliovirus had been incrimin- 
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ated in outbreaks of paralytic poliomyelitis and all but 
about 12% of the population were found to have serum 
antibodies against type-1 poliovirus (Chat strain). Nearly 
a quarter of a million persons, including adults and children 
—mostly Natives in the Rizizi Valley, received one dose 
of attenuated type-1 poliovirus (Chat strain), administered 
by the mouth as a liquid. No signs of illness were observed 
in any of the recipients, and 2 months after this vaccination 
all but two of a group of nearly 300 school-children who 
had shown no type-1 antibodies before vaccination were 
found to have developed determinable serum antibodies 
against type-1 poliovirus. Some 2,500 persons, mostly 
children, also received oral vaccination with type-3 polio- 
virus (Fox III strain), and the results as regards absence of 
reaction and the development of the homologous antibodies 
were the same. 

Outbreaks of poliomyelitis in 4 Congo villages which 
occurred during the field trial enabled this form of vaccina- 
tion as a method of suppressing epidemic prevalence to be 
tested. In the village of Banalia 8 cases of paralytic polio- 
myelitis (all in Native infants and children under 5 years 
old) were observed during a period of a little over a month, 
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attributed on the evidence of complement fixation to type-1 
virus. The total population of the village was 4,182 and the 
children under 5 numbered 674. Five days after the last 
cases appeared vaccination was started in Banalia and type-1 
(Chat) virus was administered to every inhabitant. No more 
cases of paralytic poliomyelitis were observed in the village 
up to the time of the report. In the other 3 villages similar 
outbreaks arose and the same oral vaccination was ad- 
ministered within 5 days of the last cases appearing. Every 
inhabitant received the vaccine and after the 4th post- 
vaccinal day no new paralytic cases were observed. 

Further details must be awaited of this experiment in 
Central Africa. If its early promise is confirmed and similar 
results are obtained with the other strains of the virus, oral 
vaccination may be expected to play an important, possibly 
a decisive, role in the campaign against dreaded polio- 
myelitis. 

1, Expert Committee on Poliomyelitis (1958): Second Report, Wid. Hlth. 
Org. Tech. Rep. Ser. No. 145. Besides the First Report—Idem (1954): Ibid., 
81—a preliminary review of poliomyelitis vaccination bas been published 
by the same committee—Jdem (1956): Ibid., 101. 


2. Courtois, C., Flack, A., Jervis, G. A., Koprowski, H. and Ninane, G. (1958): 
Brit. Med. J., 2, 187. 


UNICORNUATE UTERUS WITH ECTOPIC TERATOMATOUS OVARY AND 


ECTOPIC 


KIDNEY 


J. J. DE Wet, M.B., Cu.B., Registrar and J. P. Roux, M.B., Cu.B., M.R.C.O.G., Consultant 
Department of Obstetrics and Gynaecology, Karl Bremer Hospital, Bellville, Cape 


In the same week that the report of a case of true unicornuate 
uterus, with a review of the literature by Ogilvie! was received, 
we had operated on a patient in whom, in addition to the 
typical morphology of a right-sided unicornuate uterus, a 
dermoid cyst in an ectopic left ovary plus an ectopic left 
kidney were found. This combination of findings has not 
been reported before, and as only 4 cases out of a total of 
53 recorded unicornuate uteri have to date been published 
from the British Empire,'* the following case report, the 
first from South Africa, is presented. 


CASE REPORT 


$J., a married Coloured woman aged 20, was first seen on 18 
July 1957. She had had one pregnancy, which had terminated in 
February 1957 with the spontaneous delivery of a stillborn child. 
The confinement had taken place at home and the immediate 
cause of the stillbirth was unknown. She could, however, state 
that she had been in labour for 34 hours, and that the head had 
been born first. 

Her sole complaint was of slight postcoital bleeding since her 
last menstrual period 3 weeks before she presented herself at 
the out-patient department. Menstruation was normal in duration 
and amount, occurring monthly, and was associated with moderate 
dysmenorrhoea, the pain being felt in the hypogastrium on the 
right side only. 

She had had no operations or serious illnesses in the past. 

On examination, no local cause for the postcoital bleeding 
could be detected. There was no vaginal septum. The uterus was 
anteverted and found to be markedly dextroflexed and of normal 
size and mobility. A rounded left adnexal swelling, the size of a 
tennis bal! and cystic in nature, was present. 

The patient was admitted to hospital on 22 July 1957 for curet- 
tage and ovarian cystectomy. The operation was carried out the 
next day. Normal curettings were obtained and no endocervical 
lesion found. At laparotomy, performed through a mid-line 
subumbilical incision, the findings were as illustrated in Fig. 1— 
4 true unicornuate uterus with normal right tube, ovary, and 

and round ligaments; complete absence of the tube 


and broad ligament; an enlarged cystic left ovary at the pelvic 
brim and, leading from it to the left internal inguinal ring, a 
short, thick ligament. Between the attachment of this ligament 
to the ovary, and the attachment of the bladder peritoneum to 
the uterocervical junction, there was a thin falciform ridge of 
peritoneum, but no ligamentous structure was palpable in it. 

The right kidney was palpable in its normal position, but the 
left kidney was at the pelvic brim behind the sigmoid mesocolon, 


Fig 1. Diagrammatic illustration of the findings at operation. 


as diagrammatically shown in Fig. 1. The pelvic course of the 
left ureter could be made out, and appeared to be normal. 
A dermoid cyst 24 inches in diameter, containing hair and 
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teeth, was removed from the ectopic left ovary and the remaining 
ovarian tissue conserved. 

Histological examination confirmed the nature of the dermoid 
cyst. The curettings (obtained 30 days after the previous men- 
strual period) were of non-secretory endometrium and revealed 
no other abnormality. 

The patient’s post-operative course was uncomplicated, and she 
agreed to cystoscopy and retrograde pyelography, which was 
carried out 4 weeks later. Cystoscopy revealed some distortion 
of the trigone, the left ureteric orifice being more or less in the 
mid-line posteriorly, and the right-sided one being more laterally 
displaced, at about 9 o’clock. Catheters were introduced without 
difficulty, and the retrograde pyelographic findings are illustrated 
in Figs. 2 and 3. 


Fig. 2. Retrograde pyelogram showing the right kidney in normal position and 
the left kidney at the pelvic brim in the mid-line posteriorly, over the lumbo- 
sacral articulation. Ureteric catheters in situ. 

Fig. 3. Retrograde pyelogram, oblique view showing the ectopic left kidney at 
the sacral promontory. 


Hysterosalpingography carried out another fortnight later 
confirmed the presence of a right-sided unicornuate uterus with 
patent right Fallopian tube. 

The patient was discharged with instructions to report to the 
antenatal clinic as soon as she became pregnant again. 


REVIEW OF LITERATURE 


For a comprehensive review of the recorded cases of true 
unicornuate uterus the reader is referred to the recent excel- 
lent paper by Ogilvie already referred to above.' Of the 
cases reviewed by him, only one had been suspected clinically, 
being confirmed at Caesarean section;® 13 cases had been 
diagnosed at laparotomy for various indications, mostly 
unconnected with the uterus itself; and the remainder of 
the 53 cases he reviews were apparently found at autopsy. 
The circumstances under which the diagnosis of unicornuate 
uterus was arrived at are most interesting and reflect the 
lack of clinical evidence to suggest such a diagnosis. 

With regard to obstetric history, most of the authorities 
quoted by Ogilvie are agreed that fertility is very little affected 
by congenital anomalies of the female genital tract, but that 
there is a somewhat higher incidence of abortion and of 
obstetric complications in late pregnancy and at delivery. 
All these aspects are covered very comprehensively indeed 
by Smith® in reviewing 141,946 consecutive patients at the 
New York Lying-in Hospital from 1899 to 1930. Although 
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he arrives at an incidence of around 1 in 1,500 for cases of 
incomplete fusion of the Miillerian ducts (other than simple 
arcuate uterus or septate vagina) amongst this large series 
of pregnant patients, he encountered no record of a case of 
unicornuate uterus; this is an indication of the great rarity 
of the condition. Ogilvie found the obstetrical histories of the 
reported cases reviewed by him to be very incomplete, but of 
the 17 married women of whom details were available, 13 had 
been pregnant 35 times, producing 28 infants and 7 abortions. 
One in 5 pregnancies ending in abortion represents an 
incidence of about double that obtaining generally. However, 
5 of the 6 women who aborted had also had full-time preg- 
nancies. There therefore appears to be little impairment of 
fertility in the presence of unicornuate uterus. Schumacker’ 
quotes Kussmaul® as having cited 14 pregnancies in 4 cases 
reported, one of whom, Chaussier’s patient,® had 10 preg- 
nancies. 

Although DeLee and Greenhill are of the opinion that 
pregnancy in a unicornuate uterus tends to be uneventful,” 
our patient’s delivery at home terminated in a stillbirth after 
a long labour, and from our review of the literature it would 
appear that complications are not uncommon. Birk’s patient 
had 3 consecutive breech deliveries.‘ Tucker and Baker® 
carried out elective Caesarean section and sterilization for 
their patient, who had a deformed pelvis and had suffered 
3 attacks of pyelitis related to her single kidney and ureter. 
Whittemore’s patient’? likewise was delivered abdominally, 
for she had conceived only after the construction of an 
artificial vagina; before this she had menstruated per urethram 
via a fistulous communication between cervix and bladder. 
At the time of publication she was pregnant for the second 
time. The patient of Cabanes and Jahier'® in 5 pregnancies 
had presented with antepartum haemorrhage 3 times, once 
necessitating Caesarean section, and postpartum haemorr- 
hage leading to manual removal of the placenta twice 
complicated delivery. One of the 2 cases reported by Daro, 
Gollin and Nora™ had a postpartum haemorrhage after each 
of her two spontaneous deliveries. Taber'® reports a case 
operated upon for a ruptured ectopic pregnancy in a rudi- 
mentary left tube suspended with the left ovary from the pelvic 
brim, who had a right-sided unicornuate uterus with normal 
right tube and ovary, and who had previously given birth to 
an infant of 3 Ib. 6 oz. at 42 weeks, the small size of which he 
thought might have been due to the uterine anomaly. These 
6 patients are included in Ogilvie’s review of 28 viable preg- 
nancies amongst the 13 women of whom obstetrical details 
are available; the remaining 7 apparently gave birth to 
15 infants without recorded complications. 

There are no typical menstrual symptoms related to uni- 
cornuate uterus. According to Ogilvie, amongst 15 cases 
where the nature of menstruation was recorded, 3 had never 
menstruated, 3 had scanty painful periods, 4 had heavy 
painful periods, and 5 had menstruated normally. Our patient 
gave a history of normal menstruation with only moderate 
dysmenorrhoea, pain being felt only on the side of the cornu. 

Clinically, amongst the reports available to us, a deviation 
of the uterus to one side of the pelvis was noted in 
3 cases’: '5. '* and in each of these the uterus appeared to be 
deviated to the right, as was also markedly the case in our own 
patient. 

The various indications for operation in the cases diagnosed 
at laparotomy make interesting reading, as do the findings. 
The 3 Caesarean sections have already been referred to,” 
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as well as Taber’s case, where the indication was a ruptured 
ectopic pregnancy in a rudimentary tube.’® The patient of 
Daro et al., also referred to above,’* was operated upon too 
for a history suggestive of ectopic pregnancy. The tender 
sausage-Shaped mass proved to be an intra-uterine pregnancy 
in a right-sided unicornuate uterus with normal right tube, 
ovary and broad ligament. The left ovary and short fimbriated 
end of the left tube lay at the pelvic brim, and on that side 
the broad ligament, kidney and ureter were absent. This 
pregnancy was one of her two which went to term and were 
complicated by post-partum haemorrhage. 

Three cases were operated for appendicitis. Alexander?* 
found bleeding from a ruptured follicle of the right ovary, a 
right-sided unicornuate uterus, and complete absence of the 
left tube, ovary, and round and broad ligaments, as well 
as of the left kidney and ureter. Schumacker’ also encountered 
a normal appendix, and in his case there was a left-sided 
unicornuate uterus with normal ovary and tube, an ectopic 
right ovary with rudimentary tube at the internal inguinal 
ring, and an absent right kidney. Dannreuther’s patient'® did 
have a chronically inflamed appendix adherent to a normal 
right ovary and tube, in addition to a right-sided unicornuate 
uterus and complete absence of the left broad ligament, tube 
and ovary. The left ureter could not be felt and was absent 
on cystoscopy, but the patient refused a pyelogram. 

Varino and Beacham” operated upon a parous patient for a 
prolapse and ovarian cyst. After repair of the former, laparo- 
tomy revealed a cystic right ovary allowing cystectomy, a 
right-sided unicornuate uterus, and complete absence of 
left broad ligament, tube, ovary, kidney and_ ureter. 
Ungerleider'* describes a patient who underwent operation 
for menorrhagia and fibroids, at which she was found to 
have fibroids in a left-sided unicornuate uterus associated 
with normal left tube and ovary, the right ovary, tube and 
round ligament being fused into a common freely movable 
stump with no connection to the uterus whatever. 
Hysterectomy was carried out. An intravenous pyelogram 
confirmed the absence of the right kidney. This patient had 
previously been operated upon for a congenital club foot 
associated with a spina bifida and imperfect development of 
her right ilium. Guthrie and Wilson’® describe a case operated 
upon by the late W. J. Mayo with the removal of a large 
abdominal tumour consisting of a haematocolpos distending 
the upper vagina, a right-sided unicornuate uterus and normal 
right tube and ovary. The left tube, ovary and kidney were 
absent, as was the lower end of the vagina. The patient had 
never menstruated but had experienced monthly colic. She 
was aged 30. Intercourse had taken place per urethram and 
had been difficult at first but quite satisfactory later! 

Ogilvie’s patient! was undergoing hysterotomy and sterili- 
zation for chronic nephritis, only the right kidney functioning 
and showing marked hydronephrosis on pyelography. She 
had reached the 23rd week of her first pregnancy. Findings 
at operation were a right-sided unicornuate uterus and absent 
left tube, ovary, broad and round ligaments, and kidney. 
The patient died 2 years later. 

Neerhut‘ describes the findings in a patient who underwent 
laparotomy for an acute abdomen and died from complica- 
tions unrelated to her genital anomalies. She had a left-sided 
unicornuate uterus with absent right broad ligament and tube, 
except for a small piece of the fimbrial end attached to an 
enlarged ectopic right ovary at the pelvic brim. Her right 
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kidney and ureter were absent, but the adrenal on that side 
was normal in size and situation. 

Conditions on the defective side. From the literature avail- 
able to us, we have been able to extract complete particulars 
with regard to the ovary and tube on the defective side in 
37 cases, including our own. In 16 cases the ovary and tube 
were completely absent on the side where no uterine horn 
had developed. In another 16 cases an ectopic ovary and 
rudimentary tube were present, the latter in almost all cases 
being no more than the fimbriated ostium. In 2 of these 
16 cases the ectopic ovary and tube were found in hernial 
sacs; in the others the situation was either above the pelvic 
brim or just below it near the internal inguinal ring. In another 
2 of the latter 16 cases ovarian and tubal elements were 
described as fused in one solid rudimentary structure. In 
the remaining 5 cases, including our own, an ectopic ovary 
was present on the defective side but any evidence of tubal 
rudiments was entirely absent. In practically all cases, a 
strong ligamentous structure is described in the reports of 
those cases where there is an ovary present on the defective 
side, linking it with the internal inguinal ring, as in our patient. 
This is variously designated ‘ovarian’ or ‘round’ ligament by 
the different authors. We like to think of it simply as the 
gubernaculum which has never had the opportunity of 
differentiating itself into the abovementioned 2 ligaments by 
reason of the fact that there has never been a uterine cornu 
for it to acquire an attachment to.*° For the same reason 
we feel that the attenuated ‘round ligament’ described by 
some of the authors referred to as running from the internal 
inguinal ring to the point of attachment of the bladder 
peritoneal reflexion to the cervix is no more than a thin 
falciform ridge of peritoneum extending from the cervix to 
the side wall of the pelvis and representing a vestigial broad 
ligament. We took care in palpating it in our patient and 
were unable to feel any ligamentous structure in it. It is our 
opinion that, if anything, 2 ligaments should be palpable in 
the broad ligament, representing both ovarian and round- 
ligament components, that search should then reveal an 
unsuspected rudimentary uterine horn in the region of the 
vesico-cervical reflexion, and that any direct ligament between 
ovary and internal ring as short and thick as described in these 
cases, including our own, would then be incongruous. 

Genital and urinary anomalies. The frequent association 
of congenital anomalies of the genital and urinary systems is 
well-known. Where a genital malformation is present, the 
majority of patients also suffer from renal agenesis on the 
defective side. Of the 54 cases of unicornuate uterus reported 
to date, including our own, 39 had complete absence of the 
kidney and ureter on the side which lacked a uterine cornu 
(27 on the left and 12 on the right side). One patient whose 
left kidney was absent had in addition her right kidney in an 
ectopic position at the pelvic brim.'* This is the only reference 
to an ectopic kidney in association with unicornuate uterus, 
other than our own, and is the second case reported by Daro 
et al. lt differs from ours in that the ectopic kidney was the 
only one. The patient had died from chronic nephritis, and 
the anomalies had been discovered at autopsy. Ogilvie! refers 
to 2 further cases with rudimentary and U-shaped kidneys 
respectively in association with a unicornuate uterus. Our 
patient with a normal right kidney and ectopic but otherwise 
normal left kidney on the same side as the genital defect, 
therefore appears to be unique in having escaped a gross defect 
of her urinary tract, yet brings the total of urinary tract 
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anomalies associated with unicornuate uterus to 42 out of the 
54. 

We have been unable to find any previous report of a case 
of unicornuate uterus with the additional finding of a dermoid 
cyst or other specific cyst or tumour of either ovary. 

Many theories have been advanced to explain congenital 
anomalies of the female genital tract and the association 
with urinary tract defects. They are of absorbing interest, but 
no one theory describes all the degrees of malformation. 
For discussions on these, the reader is referred to the papers 
of Ogilvie’ and Neerhut.* 


SUMMARY 


A case of true unicornuate uterus associated with a dermoid 
cyst in an ectopic ovary, as well as an ectopic kidney, both on 
the same side as the uterine defect, is reported. The case 
appears to be unique in respect of each of these associated 
findings. The literature is reviewed with particular reference 
to: 

Pregnancy in unicornuate uterus. 

Clinical findings which might suggest the diagnosis. 

The indications for operation in cases diagnosed at 
laparotomy. 

The particular findings with regard to morphology of the 
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ovary, tube and broad ligament on the defective side. 
Associated defects of the urinary system. } 


We are indebted to Dr. J. N. de Klerk, consultant urologist 
to the Karl Bremer Hospital, for carrying out and interpreting 
the urological investigations for us, and to Prof. J. N. de Villiers 
of the Department of Obstetrics and Gynaecology for permission 
to publish the case report. 
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ACUTE APPENDICITIS IN AN INFANT 
THEUNIS CorTzeE, M.B., Cu.M., Edendale Non-European Hospital, Pietermaritzburg 


Acute appendicitis with perforation in infancy is rare, and 
the diagnosis of peritonitis at this age difficult. Etherington- 
Wilscn,* writing in 1945, found reports of 16 cases of acute 
appendicitis in the age-group 0-4 weeks, and he added a 
case aged 16 days. Gross® reviewed 2,070 cases of appendi- 
citis occurring in infancy and childhood. Of this total only 
7 were less than 1 year old, the youngest being 6 months. 
He states that appendicitis is quite rare in the first year of 
life and infrequent in the second year and from then on it 
becomes common. 

Creery* reports the case of an 11-days-old infant who 
developed appendicitis and died on the 20th day after an 
appendix abscess had formed. Ch’eng and K’ang? treated 
a patient aged 3 days expectantly. At post-mortem ex- 
amination after death at 12 days an acute gangrenous ap- 
pendix with diffuse peritonitis was found. Gangrenous 
appendicitis was found by Baker' in a 5-days-old infant 
who had developed symptoms 2 days earlier. A similar 
fatal case was reported by Meyer,’ his patient being prema- 
ture and dying at the age of 9 days. 


Case report: 
N.N., a 9-days-old male Bantu infant, was brought to the 
ale non-European Hospital, Pietermaritzburg, by his 
mother on 20 July 1957. She reported that the infant had ap- 
peared indisposed 4 days earlier. As she noticed that the child 
was constipated, an enema was administered. The amount. and 
nature of the enema fluid could not be ascertained; a hollow cow- 
horn was used as a combination douche-can and nozzle and the 
amount of fluid was probably not less than 10 oz. No improve- 
ment followed this treatment. Slight abdominal distention ap- 
peared and increased progressively, the child vomited occasion- 
ally, and his general condition deteriorated. 
On examination, the infant was in extremis; he was severely 


dehydrated and his abdomen tensely distended; he died during 
the examination. 

At necropsy a diffuse purulent peritonitis was present with no 
attempt at localization. The proximal third of the appendix and 


Fig. 1. Caecum and appendix showing the Sopa patch and per- 
forstion in the proximal third of the appen 


the meso-appendix was swollen and hyperaemic and a gangrenous 
patch with a central perforation was present on the antimesenteric 
border. The distal two-thirds, apart from adherent purulent 
exudate, was normal (Fig. 1). The mucosal surface of the re- 
mainder of the intestine was normal. 


Discussion 

In most of the reported cases of acute appendicitis in 
infancy, the condition has been fatal. This is due, no doubt, 
to the difficulty of diagnosing the condition before the 
onset of complications. This is confirmed by Gross’s 
figures ;° of 7 cases less than 1 year old, no less than 6 had a 
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perforated appendicitis; of 72 cases in the age-group 1-2 
years, 65 presented with the same complication. When 
perforation has occurred, the prognosis is poor. 

Peritonitis in the infant will hardly ever be diagnosed if 
the classical signs of adult peritonitis are looked for. Rigidity 
and tenderness are unreliable in the infant. Generalized 
increasing distention is often more in evidence. A tendency 
to constipation is the rule. 

The danger of purgatives in cases of suspected appendi- 
citis is very generally stressed. Uncomplicated constipation 
often arises as a possibility in the differential diagnosis 
of these cases and an enema is often then recommended, 
in the belief that such treatment will bring relief if con- 
stipation is the cause of the trouble, and that it will cause no 
harm if appendicitis really exists.» It would appear that, 
if prescribed under these circumstances, an enema should 
only be administered under medical supervision, in order 
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to ensure its correct use and so that the diagnosis may be 
reconsidered afterwards and operative treatment proceeded 
with if a strong suspicion of appendicitis remains. 


SUMMARY 
A case is reported of death from generalized peritonitis 
due to perforation of an acute appendicitis in a male infant 
aged 9 days. This followed administration of an enema. 
The difficulty of diagnosis of early peritonitis in the infant 
is stressed. 
This paper is published with the permission of Dr. J. Parker, 
Director of Provincial Medical Services, Natal. 
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THE SICK-BED OF THE INCURABLY ILL* 
H. R. Bax M.D., Surgeon, from the Arnhem Municipal Hospital, the Netherlands 


Today medicine is scoring triumphs as never before. Our diagnosis 
is more minutely accurate than ever, and our therapeutic re- 
sources are considerable. As a result we are able to improve our 
understanding of the essentia! nature of the disease, and to insti- 
tute really effective therapy. The results are unmistakable. One 
need only look at the average age as it appears from the death 
notices in the papers. Assuming that these 70, 80 and even 90-year- 
old people have enjoyed a truly good old age, we can rightly feel 
satisfaction at having contributed to their reaching this age of 
the ‘blessed’. 

There is, however, another side to this picture. The old-fashioned 
general practitioner—and many a specialist of a few decades 
ago—did not always know the true character of the disease. 
But this did not reduce his therapeutic efforts! It is precisely 
because his therapy was often purely symptomatic that the practi- 
tioner was often forced to be at the patient’s bed-side to search 
for such manifestations as might cause him to alter his thera- 
me 9 approach. By the very inadequacy of his knowledge he 
ound it necessary to give the patient his full attention from day 
to day, until the very end. How different it is today! When a 
patient’s condition is to be diagnosed he is ‘seized’ by the indi- 
vidual doctor or the team jointly, provided with a diagnosis, 
and then referred to the therapist. During this period the patient 
enjoys unlimited attention—at least physically—but the attention 
= as soon as the patient has been through the medical 
‘mi 

This is partly because a new group of patients immediately 
require our attention. We have no time. Apart from this, however, 
we should ask ourselves whether we have a sufficient measure 
of the right mentality. In many cases diagnosis and treatment 
do not call for painstaking observation or intensive sympathy 
during a prolonged sick-bed. But let us ask ourselves, are we 
capable of offering these in cases in which they are urgently needed ? 
1 am thinking, in particular, of the incurably ill. 

Those who speak or write about a certain discipline of medicine 
often do so on the basis of personal experience and with a certain 
sense of self-respect. To impress on you the absence of such a 
basis in this address, I will tell you that I work with two ward 
sisters—heads of the surgical ward in my hospital. However 
excellently these nurses may have adapted themselves to modern 
trends, they are none the less of the old-fashioned school. Nothing 
is more important to them than the correct care of the patients 
under their management. They do not hesitate to criticize and 
I am given to understand that I give insufficient attention to my 
Patients as human beings. This, they tell me, holds true par- 
ticularly for two groups of patients, i.e. (1) those who in my 
opinion—but not in the opinion of the patients themselves!—are 
not particularly interesting, and (2) a group of patients who 
have every confidence in the doctor, but who at the same time 
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are inclined to take up too much of his time. My nurse-critics 
concluded that I devoted too little of my time to my visiting 
rounds, and they found a solution to fill the gap. They themselves 
took over this part of my duties, referring to me only when they 
had to. Thus I am occasionally given to understand that my 
presence at a sick-bed is required in this case or that. This arrange- 
ment has proved to be very useful, and it has led me to certain 
considerations which constitute the basis of this address. 

After such an introduction it can be understood that this paper 
is in fact based on my own failure. There is also another aspect 
to which I must draw your attention. Although in the course 
of my talk I may occasionally appear to give an indication of a 
line of action, it is not by any means my intention to impose my 
personal conviction on you. I expound my views, but only in the 
hope that you in turn will form your own opinions on this subject. 


SHOULD THE PATIENT BE TOLD? 


In the first place, then, there is the question of the approach 
to the incurably ill. Should these patients be tactfully informed 
of the gravity of their condition or should they be left in ignor- 
ance? There are differences between various countries in the 
attitude taken in this respect. In the Scandinavian countries 
many practitioners cautiously discuss their patients’ conditions 
with them. In the United States it is held that the patient who 
is incurably ill should be told quite plainly that his life will end 
within a relatively short time. The motivation of this attitude 
is that every human being has the right to decide on his way of 
life. Even if the remaining time is short, the individual should 
be enabled to decide how to spend it. 

How do such people behave after having heard the ‘verdict’? 
In many films and novels personalities are described who accept 
their fate with courage and manage to give a rich meaning to 
the last days of their lives. I venture to say that this representa- 
tion is not in accordance with reality. I am convinced that very 
few individuals are able to cope with such a situation. Each of 
us has encountered the patient who—at the very first contact— 
immediately demands to be told the truth. In the past I occasion- 
ally gave in to these demands, and my experiences were unfavour- 
able. Even those who had been quite emphatic that they knew 
better were greatly tortured by the certainty of the approaching 
end. I have become convinced that patients should be kept in 
ignorance for as long as possible about the true nature of their 
condition. 

This view requires some justification. Man must die—even 
if he is privileged never to be seriously ill or entailed in a fatal 
accident. The cause of death from age lies in physical wear and 
tear, but we become aware of wear and tear only as we advance 
in age. In the same way, as a rule we hardly think of death until 
age reminds us. Until then we are too young and too strong! 
It is not get a disaster shocks the nation, or until we have seen 
the sadness of a departure in our own circle, that we begin to 
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think of the fate that must overtake us, who knows how soon 
and in what circumstances? One person of course, is better 
equipped to cope with this knowledge than another. Some find 
it easy to think of their own death on the basis of a philosophical 
outlook on life. Others—and how very fortunate they are—know 
no fear, in the certainty of a life beyond this life. Many rely on 
the support afforded by the Church. But on the other hand 
there is that large group of individuals for whom any thought 
of death is a shock. Let us take counsel with ourselves! Many 
among us are familiar with a feeling of fear leading almost to 
despair. We are overwhelmed by grief because we shall have to 
say farewell to all that is dear to us; feelings of helplessness and 
desolation impose themselves on us. They often produce an 
anxiety which we can hardly bear. It is for this very reason, that 
thoughts of our own death are generally brief. We do not want 
to concern ourselves with such thoughts for long and . . . we 
need not do so. There are numerous ties to connect us with life 
in its fullness: our family, our work, and the entire structure of 
society make their full demands on us a few moments later. We 
are carried away again by the stream of life as if no end awaited 
us—especially us. Let us, then, concern ourselves with what 
we do to our fellow men—the incurably ill—when we impose 
on them all these feelings, not for a few seconds but perhaps 
for weeks or months. In doing so, are we not committing them 
to a strugle which increases the burden of an already grievous 
sick-bed? Naturally they too must at some time be confronted 
with the certainty of the approaching end. When this comes, 
will not that certainty be even more difficult to accept, and will 
these patients not feel cheated? It may be that something of 
importance can be observed here: in the fullness of life we soon 
terminate any thought of death. We put up resistance, and we 
can do so because we still feel healthy and strong. Experience 
has shown that the exhausted and deteriorated patient is no 
longer capable of doing this and . . . no longer wishes to do so. 
To the extent to which the disease has destroyed the body, to 
this extent it becomes less difficult to say farewell, and to an 
equal extent the fear of the approaching end disappears, to be 
replaced by a sense of resignation and peace in the face of things 
to come. Should this not be regarded as a great Mercy given 
us by Providence. 

In view of this, then, can we be justified in informing our fellow 
man of the approaching end while the body, and therefore also 
the mind, is still incapable of accepting it? Would it not be pre- 
ferable to let events take their natural course? It must be admitted 
that many arguments can be presented against such an attitude. 
One of these I myself will mention: The patient may enter his 
last sleep without ever having become aware of the approaching 
end. This would not be right, for every human being is entitled 
to know when he must take the long stride. Many will wish to 
settle certain matters with themselves and with their Creator, 
and to say farewell to those who are dear to them; and there 
may be other reasons why they wish to face death knowingly. 
Fortunately, experience has shown that the truth nearly always 
asserts itself shortly before death occurs. If, however, this should 
not be the case, then it is doubtless our task to inform the patient 
at that moment. In my opinion, anyone who bears this clearly 
in mind, and considers himself capable of coping with this task, 
can accept the attitude now outlined, viz. that patients should 
be kept in ignorance for as long as possible and, in fact, until 
death is imminent. 

This means that our attitude at the sick-bed of the incurably 
ill will be characterized by deceit, and it may well be asked whether 
the deceit can be kept up. As a rule, the patient himself is a great 
help. Experience teaches us, almost daily, that these patients 
are only too eager to hear optimistic expressions and encouraging 
words—sometimes even against their own better judgment! 
Yet it must be admitted that things are not always easy for us. 
Many a patient is extremely distrustful. And often there are 
depressions—nearly always dependent on physical deterioration— 
which submit the patient to the gravest doubt. In such cases it 
is difficult to keep up a convincing approach. Failure threatens. 
More than ever it is then our duty to persevere in our attitude, 
which we must not change in spite of what the patient says or his 
attitude to his surroundings. Only too often the patient attempts 
to test us at such a moment. Some time ago I experienced a 
striking example: 

A man developed a carcinoma of the caecum at the age of 40. 
The tumour was extirpated and it was found that metastases had 
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already formed in the mesentery. The expected relapse occurred 
and soon a large growth had developed, which was clearly palpable 
through the abdominal wall. In this case our task for several 
months was to encourage the patient as much as possible. One 
day the patient’s nurse told me that pretence was no longer neces- 
sary; the patient was aware of his condition and had accepted 
it. I allowed myself to be thrown off my guard, and must admit 
that I also felt relieved at being able to stop pretending. A few 
moments later, I stood by his bedside, laid my hand on his shoulder 
and asked him if he had been able to find peace. His reaction 
was very peculiar. He looked at me with aversion, shook off my 
hand, and turned his back to me. I was of course embarrassed 
and hurried away, feeling that a human being who had just had to 
cope with such a weighty decision should not be disturbed. | 
was not satisfied, however, and that evening I returned to him 
and did something which, I fear, is only too seldom done by 
any of us: I found a chair and sat down to talk with him. His 
words, as I recall them, were as follows: ‘When a man has been 
in hospital as long as I have, he can estimate the seriousness of a 
patient’s condition from the behaviour of the doctors and nurses. 
The severely but curably ill are given the most attention. Less 
attention is paid to those who cannot be saved and patients whose 
illness is uneventful receive no attention at all.” And he added: 
“You and the nurses have perhaps been rather busy of late. Can 
you imagine that I sometimes find it a bit difficult to believe in 
my recovery when I notice your indifference’? And finally: ‘I 
am sorry for having let myself go a bit this morning. I know very 
well that you would long ago have stopped taking any trouble 
over me if I were really incurable.’ These were words spoken 
by a man who, shortly before, had emphatically said that he was 
aware that he was dying! At the same time, however, this incident 
proved how seriously the doctor had failed in his attitude towards 
the patients in general! It may be said that patients of this type 
are demanding. They are! But is this not understandable? Is 
not our attention the only straw left to which they can cling? 
Is not their often so childlike, moving faith in our skill the cork 
which keeps them afloat? 


At the Sick-bed of the Incurably Ill 


At the sick-bed of the incurably ill the accent should be placed 
on this: whatever we say or do, it should always be with such 
conviction as to enable the patient to be confident in our attempts 
to cure him. What these attempts are matters less. The main 
thing is that we say something, that we speak with them, and 
that we do something. It is beyond doubt that many among us 
fail in this respect. Whatever our position may be in the medical 
world, the circumstances in which we work have one thing in 
common: we have to cope with a lack of time. We are diligently 
busy throughout the day and we are unable to give to all our 
patients the time to which they are entitled. This lack of time has 
placed its stamp on all our activities. Some patients we visit in 
too much of a hurry, others not at all. What is more natural 
than that, under these conditions, the slowly deteriorating and 
the incurably ill—bed-ridden for a long time—are the first to 
be neglected? Yet this is wrong! Whoever we may miss on our 
rounds, it should certainly not be these patients. However difficult 
it may be, we must always give them our attention, listen to the 
often monotonous tale of their complaints, and prescribe for 
them with conviction. Yes, prescribe for them! Let us not fail 
to give them the best medication we can, planned especially 
against their particular affection. Let us also bear in mind that 
the medicine should be altered from time to time. And, before 
anything else, let us see to it that it is we who take the initiative. 
It has repeatedly happened to me that a patient has suggested 
that I should try something else, or that I should discontinue a 
certain medicine. This in itself is proof of shaken confidence, 
and little is needed to upset it completely. The same holds true 
for the patient who suggests that we ‘might get somebody else 
in on the case’. 

This point should be pursued for a moment. However much 
one may do his best at the sick-bed of the incurably ill, it is in- 
evitable that one fails in some cases. This may be due to wrong 
tactics, in that we have been too profuse in venturing encouraging 
remarks which have not come true! Or the sick-bed may have 
been too prolonged, as a result of which a certain irritability has 
arisen between patient and doctor. At such moments it becomes 
necessary to resort to the assistance of others. The object of 
such a consultation is to create new hope and, above all, to restore 
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confidence in the practitioner in charge of the case. Nobody 
who can see this in the right perspective need ever be ashamed 
to appeal to a colleague. It is, however, of paramount importance 
that the suggestion should come from the doctor. In many cases 
ijt may come not so much from the patient as from his relatives. 
Again the same point of view should be taken, even if the sugges- 
tion is not made in the direction of the person who—in our opinion 
—would be the most suitable. I am referring to the tendency to 
appeal—in very sad and hopeless cases—to those who are special 
representatives, or not representatives at all, of official medicine 
such as professors, homeopathists, nature-healers, mesmerists, 
etc. Among these the professors are the authorities par excellence 
to restore shaken confidence in the doctor in charge. A _ profes- 
sorial consultation, therefore, should always be welcomed unless 
death can be expected at any moment. Of the other consultants, 
only a few can be expected to behave in such a way as to place 
themselves beside the therapist rather than in his place. Yet 
their help should not always be refused although no suggestion 
to resort to their assistance should be made by us. If the patient 
or his relatives request it, then under certain conditions we should 
cooperate. In the first place it should be understood that this 
cooperation is based exclusively on our willingness to withhold 
nothing from the patient which may give him peace. Secondly, 
it must be made quite certain that the therapist’s line of action, 
and especially the care of the patient, can be continued undis- 
turbed. In addition the therapist should claim his right of super- 
vision and to interfere if it becomes clear that the patient is being 
harmed rather than deriving benefit. By this attitude we are 
serving our patients’ interests better than by withdrawing in- 
dignantly or by threatening to do so if the assistance of these 
representatives of non-official medicine is desired. We must not 
forget that we ourselves have been unable to cure the patient, 
and that such a consultation is again exclusively a measure of 
encouragement and revival of hope. 

Much could be said about the application of medicaments. 
It is important to give the patient something that seems to be 
directed against his illness. We all know that in the slowly de- 
teriorating incurably ill it is our task to ensure the normal function- 
ing of the organs for as long as possible. Inconveniences such as 
coughs, vomiting, singultus, urinary or faecal retention or in- 
continence, dyspnoea, sweating, bed-sores, insomnia, anorexia, 
etc. should be, and can be, controlled. The appropriate agents 
are well known, and should be only too welcome to us. For it 
is precisely these aids that enable us to do something for our 
patients. But symptom and agent must correspond; the patient 
may be very surprised if a therapy is continued long after the 
original complaint has disappeared. 

Pain. A subject which merits more detailed discussion is pain 
and its alleviation. We are well familiar with the benefits of 
morphine and its derivatives, and with drugs such as meperidine 
hydrochloride, etc. Unfortunately we are equally familiar with 
their untoward side-effects—and I do not mean the possibility 
of addiction. This possibility need hardly be taken into account 
in the case of the incurably ill. It is quite a different matter, how- 
ever, if long continuance of the pain controlling remedy is liable 
to cause considerable physical and mental harm, and even shorten 
the patient’s life. This constitutes a difficult problem, which must 
be solved in accordance with the individual conscience. My own 
opinion is that generally speaking, it is not our task to prolong 
life to the utmost limit of time but rather to make life bearable. 
With this in mind I have at times discarded the thought of surgical 
intervention when I was firmly convinced that it would merely 
prolong life without sufficiently alleviating the suffering. This 
implies that | am in favour of a liberal use of analgesics, started 
in time and gradually increased in dosage to the requirements 
of the circumstances. 

I am well aware that this line of action in fact means a slow 
poisoning of the person entrusted to our care, and I am prepared 
to admit that there is little to separate me from the advocates of 
so-called euthanasia in the form of an abrupt, forced termination 
of unbearable suffering. In my country euthanasia is a crime 
punishable by law. Man has not been given the right to decide 
on life and death; the ‘medical man’, however, is bound by duty 
to do for his fellow man—the incurably ill and moribund—that 
which can be considered justifiable in accordance with honour 
and conscience. To me, effective analgesia seems not only per- 
missible, but even indispensable’. 
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The Patient’s Last Hours 


However, even if we so succeed in alleviating to some degree 
the bodily and mental suffering of the incurably ill, yet the time 
will come when the weakened body can no longer resist, and the 
sick-bed becomes a death-bed. 

Can anything be expected from the practitioner at that time? 
During these last hours, does he still have a task to perform? 
Many are inclined to maintain that he has not. They consider it 
befitting that the doctor should then withdraw. Death is so 
solemn an occasion as to justify the presence only of those who 
are really intimately related to the dying human being. This 
means his relatives and, if any other presence is justified, a minister 
of religion. For a long time I shared this view, which, at least, 
seemed to me to be the correct one for a hospital surgeon. The 
hospital doctor—unlike the house doctor—has been in relatively 
brief contact with the patient. J myself used to remain away 
from the death-bed but I must confess that it was not only respect 
for the dying which motivated this withdrawal. Only too well 
do I know that | sometimes lacked the mental courage. It is 
difficult to admit failure standing by a death-bed. It is also difficult 
to be among those who have great sorrow. There is a risk that 
we may be too much influenced by this lack of moral courage— 
a risk which was pointed out to me by one of my ward-sisters. 
And well she might! For do not many of us—as soon as we 
believe that our task has ended—leave the remaining necessary 
arrangements only too readily to the nurses with whom we work, 
whether hospital nurses or visiting nurses? Can they be expected 
always to have the knowledge and wisdom to carry out their 
duties in the right way in these difficult hours? Is it right that we, 
who for so long carried the responsibilities, and regarded this as 
our proud right, should now withdraw completely? It is obvious 
that there is at least one thing still to be done by the practitioner— 
to see that many of the measures he has ordered are discontinued. 
I have just urged that the incurably ill should be given as much 
attention as possible, and until the end. In this way we have 
fought death. Inevitably the moment comes when we must admit 
defeat; when we must bow our heads and hope that the patient 
may be allowed to leave in peace, without further interference 
from us. I am afraid that this rule is often broken, especially so 
in a hospital. Dietetic measures, injections with antibiotics, 
analeptics or cardiotonics, blood transfusions and so on, are not 
appropriate at a death-bed. However, it is the doctor who must 
decide when these measures should be discontinued. And this 
alone is sufficient reason why he should be present at the death- 
bed 


Some may believe that after having completed these arrange- 
ments the doctor can permanently withdraw. It is true that all 
further measures are within the competence of the nurse. How- 
ever, the dying patient is not always assisted by a nurse, and then 
relatives may have to take over the task. But will they be able 
to do so? Will they not be powerless through ignorance of illness 
and death, and especially through overwhelming grief? Then should 
the patient depart after having been denied these last acts of love? 
Cannot the doctor be expected to make himself available during 
these last hours? But will he be competent to do so? What do 
we know about the requirements of the dying? We learn little 
about this at our universities. And subsequently, in practice, how 
often have we been active and present to the end and when one 
of our patients died? I do not know how this is in this country. 
I myself have been through a long period during which I was not 
more often confronted with the needs of the dying than perhaps 
once a year. 

It was when examining our nurses that I heard the theory of 
the death-bed expounded. As a rule I was impressed by the 
candidate’s considerable knowledge. But equally often I was 
overcome by a sense of uneasiness when I considered the demands 
which these young women would have to meet. This cannot be 
right. The physical well-being of our patients is our concern. . . 
until the very end. I have not even mentioned, so far, the spiritual 
care of the dying. Whether anything can be expected from the 
doctor in this respect depends on the philosophy of life accepted 
by the patient and his relatives. On the other hand, it may well 
be that the practitioner himself is convinced of having a mission, 
without being asked by anybody. However this may be, we must 
all regard it as our duty to see to it that spiritual comfort is offered 
to the dying. Often, therefore, we shall have to give up our place 
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to the pastor or priest but . . . in some cases the patient prefers 
to be assisted by his relatives or a trusted friend. Let us bear in 
mind that we, too, can be such a trusted ‘friend’. 

I do not know whether many among us will be capable of 
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dignified behaviour under such conditions. But let us be aware 
of the fact that we may be called upon. If so, let us make ourselves 
available and let us be grateful. Is it not this very task which 
may be regarded as the most sublime duty of our profession? 


THE TREATMENT OF POISONING WITH ALKYLPHOSPHATE (ORGANOPHOSPHATE) 
INSECTICIDES 


Douw G. Steyn, Professor of Pharmacology, University of Pretoria, Pretoria 


I recently drew attention’ to important new work on the mode of 
action of alkylphosphates (organophosphates) and the treatment 
of cases poisoned by them. The large, and ever-increasing number 
of cases of acute poisoning, many of them fatal, with alkylphos- 
phate insecticides (Parathion, Paraoxon, etc.) compel us to do 
everything in our power to improve the present methods of treat- 
ment of this type of poisoning. The alkylphosphate insecticides 
are extremely toxic and may cause poisoning in various ways. 
They may be used in malicious poisoning, may also cause poison- 
ing through careless handling when they are being prepared and 
applied as insecticides (this is the chief source of poisoning). 
Poisoning may also result if fruit and vegetable growers do not 
follow the instructions issued by the Department of Agriculture, 
namely, that no fruit or vegetables should be marketed within 
3 weeks after application of the alkylphosphate insecticides. 
Accidents have also resulted when insecticidal preparations in 
oily vehicles have been mistaken for edible oils, and when bottled 
preparations of these insecticides have been mistaken for a cool 
drink. Accidents due to such mistakes can be reduced by more 
appropriate labelling and by the addition of some repulsive 
tasting or smelling substance. A warning should also be issued 
to parents, and others in charge of children, who frequently use 
these dangerous insecticides as fly-killers on their tables and in 
their pantries and dairies. 


MODE OF ACTION OF THE ORGANOPHOSPHATES AND OF THEIR 
ANTIDOTES 


The symptom-complex induced by alkylphosphates may include 
nausea, vomiting, abdominal cramps, perspiration, salivation, 
myosis, diarrhoea, tenesmus, urinary incontinence, disturbances 
of vision, acute glaucoma, asthma, oedema of the lungs, muscular 
tremors, restlessness, dizziness, headache, apprehension, ataxy, 
disorientation, hallucinations, coma with absence of reflexes, 
convulsions, and death from respiratory paralysis or circulatory 
failure. These are the result of their pronounced cholinergic 
action which, in turn, is the result of the inactivation of the enzyme 
cholinesterase. 

Hitherto the only pharmacological treatment has been with 
the anti-cholinergic agent, atropine which has been used with 
satisfactory results in less serious cases. However, this has not 
been the case in serious cases of poisoning with the alkylphos- 
phates and, consequently, constant attempts have been made 
to improve our methods of treatment. A search has been made 
for a substance which would reactivate the cholinesterase (ChE) 
inactivated by the alkylphosphates. Atropine is only a sympto- 
matic antidote. 

The value of oximes in the treatment of organophosphate 
poisoning has been demonstrated by Askew,?:? Kewitz, Wilson 
and Nachmansohn (1956) and Hobbiger.* 

According to Childs er a/.* oximes (1) are potent reactivators 
of both red cell and rat brain ChE inhibited by TEPP (tetra- 
ethylpyrophosphate), sarin (isopropyl methylphosphonofluori- 
date) or dyflos (di-isopropyl fluorophosphate, DFP), and (2) ‘are 
generally superior to the hydroxamic acids, particularly against 
sarin-inhibited ChE’. Many organophosphate compounds are 
active inhibitors of ChE and the inhibition is to a large extent 
irreversible. The actions of these compounds are summarized 
as follows by Childs et al.*: ‘In contrast to other specific inhibitors 
such as eserine and neostigmine, their action is non-competitive 
and not readily reversible. It is now generally believed that these 
inhibitors phosphorylate some vital group of the active centre 
of the enzyme and that reversal of inhibition requires the rupture 
of the phosphorusenzyme bond’. 

Green and Smith* state that reactivators of ChE ‘may form 
complexes at two distinct sites on the phosphorylated enzyme. 


The anionic site will bind reactivators possessing cationic-centres, 
such as the pyridine-aldoxime-methiodides, while a second site 
will bind reactivators possessing a carbonyl substituent, such as 
2-oxo-aldoximes. These two classes of reactivator may be dis- 
tinguished by the effect of electrolytes on the rate of reactivation. 
Electrolytes retard reactivation by pyridine-2 aldoxime-methiodide, 
probably by competition between the cation of the electrolyte 
and the oxime for the anionic site on the phosphorylated enzyme. 
In contrast, the cations of electrolytes accelerate reactivation by 
2-oxo-aldoximes but the mechanism is not known’. 

The same authorities’ reported that ‘(1) kinetic studies on the 
reactivation by 2-oxo-aldoximes (R.CO.CH:N.OH) of choline- 
Ssterase inhibited with organophosphorus compounds show that the 
formation of a complex between the reactivator and the inhibited 
enzyme is a likely step in the reactivation process; and (2) varia- 
tion of the alkyl group (R) has only a minor effect on the reactivat- 
ing power of 2-oxo-aldoximes, which indicates that it is probably 
the carbonyl group in the oxo-aldoxime which is linked to the 
enzyme in the complex’. They further concluded:* ‘Kinetic 
studies of reactivation by pyridine-2-and-4-aldoxime methiodides 
of erythrocyte cholinesterase inhibited with organophosphorus 
compounds indicate that a preliminary step is the formation 
of a complex between the inhibited enzyme and the reactivator’. 
In a later publication they reported that ‘although reactivation 
by isonitrosoacetone is also accelerated by complex formation, 
the formation of this complex does not involve the anionic site 
on the enzyme, in which case the slowing down of reactivation 
due to cations, found with pyridine-2-aldoxime methiodide, 
would not necessarily be expected’.® 

Holmes and Robins” studied the actions of oximes on neuro- 
muscular block due to anticholinesterases and found that block 
in the isolated rat phrenic nerve and diaphragm preparation was 
rapidly reversed by diisonitroso-acetone and monoisonitroso- 
acetone. Pyridine-2-aldoxime methiodide also reversed block 
due to anticholinesterases. ‘The oximes have a direct toxic action 
on muscle, causing a reduction of contraction height and a slow- 
ing of conduction velocity’..° Askew et ail." also investigated the 
nature of the toxicity of 2-oxo-oximes and established (1) that 
the toxicity of the oximes monoisonitrosoacetone (MINA) and 
diisonitrosoacetone (DINA) is due to the formation of hydrogen 
cyanide, and (2) that there is no evidence to suggest that a similar 
mechanism will explain the toxicity of diacetyl monoxime (DAM). 

Askew? tested 23 oximes and 9 hydroxamic acids as possible 
antidotes in anticholinesterase poisoning. It was found (1) that 
both DAM and MINA are active in sarin-poisoned rats even 
when administered after the onset of anticholinesterase poisoning, 
and (2) that ‘DAM, because of its lesser toxicity, can be used at 
a higher dose and therefore appears to be more effective than 
MINA’. DAM is also less toxic than PAM (pyridine-2-aldoxime 
methiodide).* Askew" states: ‘PAM is relatively non-toxic and 
can be given in doses up to 100 mg. per kg. to the smaller species 
without apparent harmful side-effects. The maximum dose of 
MINA which can be given to monkeys without producing toxic 
signs is 20 mg. per kg. Nevertheless, with atropine, 10 mg. per 
kg. of MINA will raise the L.D.;. of sarin about 7 times’. “Death 
from sarin poisoning in the rat appears to be due to the almost 
simultaneous development of central respiratory failure and 
neuromuscular block’.'? 

Recently, Bethke et a/.'® conducted experiments upon anaesthe- 
tized guinea-pigs and on the excised frog heart, the excised guinea- 
pig heart, and the excised auricle of the rabbit heart in an attempt 
to find the most effective substance in the reactivation of the 
cholinesterase blocked by alkylphosphate insecticides. In their 
experiments they used (1) nicotine-hydroxamic acid-methiodide 
(NHMD), (2) 2-pyridine-aldoxime methiodide (PAM), and (3) 
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pyridine-aldoxime. Of these three ChE reactivators, they found 
PAM most effective. The substances were employed in 1% solu- 
tions and were administered intravenously in doses varying 
from 30-0 to 60-0 mg. per kg. Using PAM alone, these workers 
established that it decreased the lethal dose of the alkylphos- 
phates 4 times, but left that of physostigmine unchanged. When 
they combined the use of PAM with atropine and artificial respira- 
tion, the guinea-pigs tolerated 160 times the lethal dose of para- 
oxon and 20 times that of di-iso-propyl-fluorophosphate (DFP). 

Callaway and Davies'* studied the association of blood-ChE 
levels with the susceptibility of animals to sarin and ethyl pyro- 
phosphate poisoning. They showed that ‘the toxicity of sarin 
or TEPP to the guinea-pig and the rabbit is increased when the 
ChE activity of the whole blood is markedly reduced below 
normal by prior treatment with the respective agents. These 
results would imply therefore that an increased susceptibility to 
an anti-ChE may be developed by previous poisoning with doses 
which have shown no clinical signs or symptoms and that the level 
of the blood ChE is an index of this susceptibility’. 

Hobbiger* conducted studies on the protective effect of PAM 
on the lethal effects of organophosphates in mice. In his studies 
he used (1) TEPP, E600, Re 3-0340, and Ro 3-0422 which form 
with true cholinesterase a diethyl phosphoryl enzyme, and (2) 
DFP, D600, Ro 3-0351 which form with true cholinesterase a 
diisopropyl phosphoryl enzyme. These phosphorylated enzymes 
are inactive, and consequently acetylcholine accumulates in the 
body. Death from organophosphates appears to be the result 
of respiratory failure, although its character varies from one 
species to another. It would appear that if acetylcholine is indeed 
responsible for the acute lethal effects of organophosphate poison- 
ing, one would expect that the antagonists of its action should 
yield better results than they do. This indicates ‘that it is not the 
accumulation of acetylcholine at any particular site which is 
responsible for death in acute organophosphate poisoning, but 
that some mechanism is involved which requires the accumulation 
of acetylcholine at various sites and which is also linked to respira- 
tion’. Hobbiger* states that organophosphates exert other actions 
in addition to those mediated by cholinesterase inhibition and 
that the results obtained with one particular organophosphate 
are not applicable to other organophosphates which form the 
same type of phosphorylated enzyme. He rightly concludes that 
‘screening of new oximes for their antidotal properties should, 
therefore, include as many organophosphate insecticides as 
possible and by doing so organophosphate insecticides could 
be selected which are less dangerous than some of those which 
are widely used today’. If such investigations should yield positive 
results, it would certainly serve to reduce the great danger to 
which many thousands are exposed today as a result of the use 
of the present extremely toxic organophosphate insecticides. 

Rutland?® states that he confirmed Hobbiger’s results, namely, 
that PAM, given after commencement of symptoms of sarin 
poisoning, reactivated muscle ChE 50% in 1 hour. 


METHODS OF TREATMENT 


Apart from other methods of symptomatic treatment which may 
be deemed necessary, it would appear from the foregoing dis- 
cussion and conclusions that the most effective treatment of 
cases of poisoning with organophosphate insecticides is the 
combined use of atropine, PAM (pyridine-2-aldoxime methiodide), 
oxygen inhalations and artificial respiration. 

The dose of atropine to be administered, depends on (1) the 
type of organophosphate insecticide concerned, and (2) the amount 
taken in by the patient. Repeated administrations will be neces- 
sary and the dose of atropine will probably be far in excess of 
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that usually employed in pre-anaesthetic treatment or in other 
medical cases. 

Dr. D. R. Davies'® has kindly informed me as follows: 

“We have recently been experimenting with a soluble form of 
P2AM, viz. 2 hydroxyiminomethyl-N-methylpyridinium methane 
sulphonate (P2S). It has the same potency as P2AM, which is 
to be expected since the effective ion in each case is the same, 
viz. the 2-hydroxyiminomethyl-N-methyl pyridinium ion. We 
have examined the toxicity of this compound and find that the 
L.D.;9 (intramuscularly) for mice, rats, rabbits, guinea-pigs and 
monkeys varies from 231 to 356 mg./kg. The dog is, however, 
much more sensitive and a provisional intramuscular toxicity 
to dogs has been estimated at 70-80 mg./kg. On this basis my 
colleague Dr. Willey and I have tentatively suggested that 30 
mg./kg. (i.m.) can be given to man with impunity. 

“We have also shown that 30 mg./kg. is an optimum dose 
when given therapeutically, i.e. after poisoning This dose of 
P2S is quite effective in monkeys when given with 0-029 mg./kg. 
of atropine, against quite large doses of alkylphosphate, e.g. 
about 10-20 L.D.;o. 

‘However, treatment of parathion-poisoned animals does 
involve repeated dosage, in that the conversion of parathion 
into its toxic metabolite, paraoxon, is a slow process. Conse- 
quently, although initial symptoms will be quickly brought under 
control, repeated “poisonings” will occur as further quantities 
of paraoxon are endogenously produced. 

‘P2AM can be obtained in quantity from Raschig in Germany 
or the Aldrich Chemical Co. in the USA. P2S can fairly easily be 
prepared by boiling P2AM with methyl methane sulphonate. 

‘P2S is fairly rapidly eliminated by most species, 50°% appear- 
ing in the urine within 12 hours. The kidney, too, destroys it. 

“We have no data on the effect of these substances in man.” 


DISCUSSION AND SUMMARY 


Attention is drawn to the great danger of the organophosphate 
insecticides when they are handled carelessly and not properly 
labelled. The literature is reviewed. The mode of action of the 
organophosphates and of their antidotes, and the treatment 
of cases of poisoning, are discussed. 

Hobbiger’s suggestion that further research should be directed 
towards the screening of new oximes for their antidotal properties 
to organophosphates with a view to selecting the least dangerous 
organophosphate insecticides is worthy of serious consideration, 
as this may lead to the discovery of insecticides which are less 
dangerous than those used at present on such a vast scale. 

It would appear that the most suitable and effective treatment 
of cases of poisoning with these insecticides consists of (1) artificial 
respiration, (2) oxygen inhalation, (3) atropine injections, and 
(4) administration of PAM (pyridinealdoxime methiodide). In 
addition, the necessary symptomatic treatment should be applied. 
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THE UNION OF SOUTH AFRICA AND THE WORLD HEALTH ORGANIZATION* 


J. J. DU PRE LE Roux, Secretary for Health, Pretoria 


| am indeed privileged to be present here today as the representa- 
tive of one of the 61 nations which participated in the International 
Health Conference held in New York during 1946, at which the 
Constitution of the World Health Organization was drawn up. 
“Speech as Delegate of the Union of South Africa on the occasion of the 10th 


Anniversary Commemorative Session of the World Health Organization held at 
Minneapolis, USA, from 26 to 28 May 1958. 


Since ratifying the Constitution in 1947, my country, the Union 
of South Africa, has been privileged to play its part in the activities 
of the Organization and it is indeed a great honour to be present 
at this gathering of nations which has been called together to 
commemorate the 10th anniversary of the establishment of the 
World Health Organization—an organization which by its very 
achievements has demonstrated that, whatever their differences 
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in other spheres may be, the nations of the world are anxious to 
work together towards the fulfilment of the high ideals which 
the founders of the Organization had in mind when drawing up 
its charter. 

The Union of South Africa has, at the request of the Organiza- 
tion and of the countries concerned, made the services of its 
professional and technical personnel available to the administra- 
tions of other countries in Africa and elsewhere in the world 
to assist them in connection with the planning of their health 
programmes. The Union is in the fortunate position of being 
able to offer such assistance owing to its well-developed technical 
services. 

An important contribution which the Union makes towards 
the control of diseases on the African Continent is in connection 
with laboratory services. The serological diagnostic facilities 
which are available in South Africa are regularly made use of 
by many other African territories, and visitors and students from 
such territories and further afield are frequently received in the 
various laboratories in the Union. It is also a proud thought 
that many of the medical officers working in other territories in 
Africa received their medical education at one or other of the 
five medical schools of the Union. Similarly many of the auxiliary 
medical personnel such as nurses, laboratory technicians and 
health inspectors have received their training and experience 
in the Union before going to work in other African territories. 

In addition to cooperating with the World Health Organization 
in various other ways, study facilities have been made available 
on a reciprocal basis to an ‘appreciable number of WHO fellows 
from other countries, and the laboratory of the Poliomyelitis 
Research Foundation at Johannesburg has been designated as 
the WHO Regional Poliomyelitis Centre for Africa. 

Although South Africa has a population of little over 14,000,000, 
its health and other social services compare favourably with 
those of advanced and greater countries of the world. While 
it would be presumptuous to claim that a complete victory has 
already been achieved over all diseases which were formerly 
endemic in South Africa, the progress in the past decade has 
nevertheless been so great that in many cases ultimate victory is 
in sight. 

Ten years ago the annual incidence of smallpox fluctuated 
around 1,000, but after a steady decline over the intervening 
years not a single case was reported during the year 1957. 

A humanely applied policy of isolation of all persons suffering 
from leprosy found the country in an exceedingly favourable 
position in 1947, when sulphone therapy was first commenced. 
The disease has become a fast receding health problem in the 
Union of South Africa. There are now only 0-14 cases of leprosy 
per 1,000 of population. Of the 5 leper hospitals 2 have been 
closed and 2 have already been partially converted for the recep- 
tion of tuberculosis cases. 

Although plague remains endemic amongst veld rodents, as 
a — of active control measures only 5 human cases occurred 
in 1957 

The progress made in the fight against ma/aria has been dramatic 
and vast stretches of fertile land which were formerly virtually 
uninhabitable owing to the ravages of malaria have been trans- 


NEXT S.A. MEDICAL CONGRESS : DIE 


THE 42rd Medical Congress and 21st Annual Scientific Meeting 
of the Medical Association of South Africa will be held in East 
London, Cape Province, from 27 September to 3 October 1959, 
Hon. Organizing Secretaries: Dr. Elizabeth McCabe and Dr. 
Leslie Chazen. Postal address: 5 Belgrave Road, East London. 
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formed from death and misery to life and wealth. Effective control 
of malaria has been achieved—the next goal is eradication. 

In contrast to this dramatic progress much yet remains to 
be done—dieseases such as typhus fever, bilharzia, diphtheria 
and tuberculosis require and are receiving active attention. 

The incidence of typhus fever dropped from more than 600 
cases in 1947 to 69 cases in 1957. Towards the end of this period, 
however, there has been a slight upward trend due to the fact 
that in certain areas the lice vectors have developed a degree of 
resistance to DDT. Ways and means of overcoming this setback 
are being investigated. 

The complex problem presented by bilharzia is being vigor- 
ously tackled by the South African Council for Scientific and 
Industrial Research in collaboration with the Union Department 
of Health, with a view to determining the methods best suited 
for controlling this disease. 

In spite of the issue of free anti-diphtheria vaccine by the Go- 
vernment, coupled with extensive propaganda, the progress made 
in connection with the eradication of diphtheria remains dis- 
appointing, especially in the rural areas. 

Tuberculosis, which is the major public-health problem in 
the Union, is being tackled on an extensive scale and, judging 
by the success already achieved by greatly improved diagnostic 
and treatment facilities, including domiciliary treatment in suitable 
cases, there is every reason to believe that tuberculosis will be 
under control and no longer a serious public-health problem 
in South Africa within the next decade. 

South Africa has no national health insurance scheme, neither 
is there a special health tax. Free medical services are, however, 
provided for all those who cannot afford to pay for them and 
in this land of great distances the medical services are so organized 
that no one is too far away to benefit from the best medical atten- 
tion which the country can provide. 

The Union of South Africa is indeed fortunate in that its sound 
economic position has made it possible to finance its health and 
cognate services without outside assistance. In this connection 
it is noteworthy that the per capita expenditure by the Central 
and Provincial Governments of the Union on health services 
increased from approximately 2 dollars in 1947 to approximately 
8 dollars in 1957. This does not include expenditure on similar 
services by local authorities and voluntary organizations. When 
it is realized that the allocation for meeting expenditure on health 
services in South Africa during the financial year 1957 58 con- 
stituted approximately 8°, of the total budget, the im- 
portance which the Government attaches to improving and 
maintaining the health of the people of South Africa will be 
readily appreciated. 

The Union of South Africa is proud to report its achievement 
in the field of health during the past decade, conscious that it 
presents only one small aspect of a world undertaking, but realiz- 
ing that the brilliance of a diamond is achieved by reflection 
from its many facets. May the craftsmen entrusted with the 
cutting and burnishing of the gem of Health succeed in polishing 
every one of its many facets to such perfection that from it will 
emanate a better understanding among the peoples of the world; 
for without this a lasting peace and security for all people cannot 
be achieved. 


VOLGENDE S.A.'MEDIESE KONGRES 


Die 42ste Mediese Kongres en 2Iste Jaarlikse Wetenskaplike Ver- 
gadering van die Mediese Vereniging van Suid-Afrika sal gehou 
word in Oos-Londen, Kaapprovinsie, vanaf 27 September tot 
3 Oktober 1959. Ere-Organiserende Sekretarisse: Dr. Elizabeth 
McCabe en Dr. Leslie Chazen. Posadres: Belgraveweg 5, Oos- 
Londen. 


MEDICAL AID CLAIM FORMS : MEDIESE HULPVERENIGING-EISEVORMS 


Information has been received from the Post Office Medical Aid 
Society that a new claim form has been introduced which needs to 
be completed and signed by the member of the Society only and to 
be accompanied by the doctor’s account. Doctors are therefore 


no longer required to complete claim forms for this Society. 


*n Mededeling van die Mediese Hulpvereniging van die Pos- 
kantoor meld dat *n nuwe eisvorm ingestel is wat alleen deur die 
lid van die Hulpvereniging voltooi en geteken moet word en 
waaraan die dokter se rekening geheg moet word. Dit word dus 
nie langer van geneeshere verwag om eisvorms vir hierdie Hulp- 
vereniging te voltooi nie. 
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DERMATOLOGISTS AND RADIOTHERAPY 


Dr. L. J. A. Loewenthal has addressed the following letter to 
the Editor from 604 Medical Centre, 209 Jeppe Street, Johannes- 


burg, under date 19 August 1958: 


Dr. Weinbren’s article on Dermatologists and Radiotherapy 
cannot be allowed to pass without comment. I have been 
asked by the Committee of the Dermatologists’ Sub-group of the 
Medical Association to incorporate the subjoined memorandum 
in this letter. 


MEMORANDUM OF THE COMMITTEE OF THE DERMATOLOGISTS’ SUB- 
GROUP ON RADIOTHERAPY IN SKIN DISEASE 


Following Dr. Weinbren’s recent article in the South African 
Medical Journal on radiotherapy for skin disease, the members of 
the dermatological sub-group were asked to state their views on 
the controversial issues raised therein. This inquiry yielded 
among others the following comments which seemed to be worthy 
of mention. 

1. Training in Radiotherapy. The International Committee on 
Dermatological Education has laid down minimum requirements 
for the training of dermatologists in the use of radiation therapy. 
The sub-group therefore feels that no attempts should be made to 
prevent South African specialists from fulfilling these inter- 
nationally recognized requirements. 

2. Personal Character of the Views Expressed. Dr. Loewen- 
thal’s paper, read at Congress, was the object of Dr. Weinbren’s 
main comments. Stated as a footnote it was said that Dr. Loewen- 
thal’s paper was read at a combined meeting of the Dermatology 
and Radiology sections. The paper was requested in the first 
instance by the radiologists’ group, and was given and received 
in an extremely amicable atmosphere. Dr. Weinbren, whose 
views and attitudes differ from those of his group as expressed 
at the meeting, had been asked on that occasion to open the 
discussion on his group’s behalf. but attended another congress 
meeting instead. His opinions therefore are obviously his own, 
and do nothing to disturb the existing good relationships between 
the groups. 

3. Future Editorial Policy. The dermatologists’ committee 
felt that when highly controversial and personal articles are 
submitted to the Journal, they could be more carefully handled 
in publication.* It is suggested that where the editor sees fit to 
publish articles that contain personal criticisms, he should con- 
sider publishing simultaneous replies as a means of preserving 
good professional relationships. 

4. Investigations in Britain. The British Association of Derma- 
tology has submitted copies of a correspondence between them- 
selves and Dr. Weinbren to their affiliated group, the Transvaal 
Dermatological Society. Permission to use this material has 
been obtained from both societies and the committee publishes 
the correspondence herewith, and feels that the letters are self- 
explanatory. 


LETTER DATED 28 JANUARY 1958 FROM DR. M. WEINBREN TO THE 
SECRETARY, BRITISH INSTITUTE OF DERMATOLOGY, ST. JOHN’S HOSPITAL 
FOR DISEASES OF THE SKIN, LISLE STREET, LONDON, W.cC. 2. 


1 should be grateful for any information you can give me con- 
cerning the training of dermatologists in radiotherapy. 

Some years ago when | made enquiries I was informed by 
telephone that there was no organized course in radiotherapy 
for dermatologists nor was there any examination for dermatolo- 
gists in radiotherapy. In fact I was given to understand that the 
British Institute of Dermatology discouraged the students taking 
diplomas in dermatology from practising radiotherapy. 

Has the position changed in recent years and is radiotherapy 
taught as part of the curriculum for the diplomas or degrees in 
dermatology and are the students expected to do practical work 
in radiotherapy and are they examined on the subject before 
= their diplomas, if there are diplomas or degrees in dermato- 
ogy ? 

As the Faculty of Radiology of the S.A. College of Physicians 
and Surgeons has the matter under discussion, I should be very 
grateful for an early reply. 


*There was no lack of care in the handling of Dr. Weinbren’s contribution. , 


—Editor 


S.A. TYDSKRIF VIR GENEESKUNDE 


LETTER DATED 13 FEBRUARY 1958 FROM THE SECRETARY, BRITISH 
ASSOCIATION OF DERMATOLOGY, TO DR. WEINBREN 


Thank you for your letter. | think that you must have been mis- 
informed, even some years ago, about the absence of organized 
courses in radiotherapy for dermatologists or about the examina- 
tions for dermatologists in radiotherapy. Organized courses in 
radiotherapy do exist for dermatologists in various centres in 
Great Britain. There is no diploma in dermatology in this country, 
although various universities and colleges, particularly in Leeds 
and Edinburgh, grant degrees or diplomas in general medicine 
with dermatology taken as a special subject. In the syllabus for 
this examination radiotherapy is an integral part and questions 
may well be set on various aspects of radiotherapy applicable 
to dermatology. In both hospital and private work in this country 
there is no statutory limitation either in theory or practice on 
dermatologists undertaking radiotherapeutic procedures applicable 
to their specialty. 

At the same time that I received your letter I also received a 
letter from one of my South African dermatological colleagues 
and have written to him in similar terms. 

, If there are any queries at any time, would you please let me 
now. 


LETTER FROM DR. WEINBREN TO THE SECRETARY, BRITISH ASSOCIATION 
OF DERMATOLOGY (DATE NOT SUPPLIED) 


Many thanks for your letter of 13 February. You no doubt 
know that there is a specialists register in South Africa, probably 
the only place in the world where such a register exists. While 
the general practitioner may practise what he likes, once a doctor 
adopts a speciality he is obliged to practise that speciality only. 
A dermatologist being registered in S.A. as a specialist, does not 
have to show that he has had adequate or any training in radio- 
therapy. ‘i.e patient being referred or going to the dermatologist 
may, therefore, be treated by that dermatologist with X-ray 
therapy, whether he has been adequately trained in radiotherapy 
or not. I understand from your letter that there are universities 
and colleges which give degrees and diplomas in general medicine 
with dermatology as a special subject. For registration here 
the dermatologist need not take these diplomas or degrees. He 
could for example take an M.D. or some university degree which 
does not include dermatology as a special subject. I understand 
that most of the hospitals carry out their radiotherapy for derma- 
tological conditions in the radiotherapy departments, so that the 
treatment in these institutions is under the control of the radio- 
therapist and not under the dermatologist. This is particularly 
true in the case of malignant diseases, including rodent ulcers. 
Dermatologists seldom undertake treatment of malignant diseases 
of the skin. While, then, there would not appear to be any statutory 
limitations either in theory or practice to the dermatologist doing 
radiotherapy, there are these automatic limitations in most of 
the hospitals, but not in private practice. 

I should be most grateful if you could inform me whether I 
have interpreted your letter correctly and also whether there is 
limitation in Great Britain on the use of radio-active isotopes by 
dermatologists. 


LETTER DATED I1 JULY 1958 FROM THE SECRETARY BRITISH 
ASSOCIATION OF DERMATOLOGY TO DR. WEINBREN 


Thank you for your letter. Your interpretation of my letter is 
not altogether accurate and I will try to explain the misunder- 
standing. 

I appreciate from your letter that a doctor can be placed on 
the specialist register in South Africa without having any diploma 
to indicate that he has had a special training in that specialty. 
That, for good reasons or bad, is exactly the state of affairs in 
the United Kingdom, and indeed it is only a very small minority 
of dermatologists practising in the United Kingdom who possess 
a particular diploma or degree in dermatology, such as the M.D. 
of Leeds or the M.R.C.P. of Edinburgh, in both of which der- 
matology can be taken as a special subject. 

It is again quite inaccurate to say that the radiotherapy of 
skin disorders in most hospitals in the United Kingdom is under 
the control of the radiotherapist. In many hospitals the skin 


department has its own radiotherapy unit and is solely responsible 
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for any treatment given to disorders of the skin, malignant or 
otherwise. In others, radiotherapy for disorders of the skin is 
carried out in the department of radiotherapy, in order to avoid 
duplication of staff. In these circumstances the dermatologist 
prescribes the dosage for the ordinary dermatoses and the dosage 
for malignant lesions is a matter of mutual arrangement between 
the dermatologist and the radiotherapist. [| must emphasize, 
however, that many dermatological centres in this country pre- 
scribe for and treat malignant disorders without any reference 
to a radiotherapist. 

My own comments will be brief. The letters quoted above 
answer Dr. Weinbren’s objections, in one case before his article 
appeared in print. I only regret that it should be in the columns 
of your esteemed Journal that a friendly interchange of views 
should have degenerated into an undignified display of sophis- 


6 September 1958 


try, in which a shrewd reader may even detect a suggestion of per- 
sonal animus. 

One last point: Dr. Weinbren implies that, because he could 
not locate the well-known journals Strahlentherapie and Archiv 
fiir klinische und experimentelle Dermatologie, | may have ‘borrowed’ 
some of my references from a booklet called “The A.B.C. of the 
Dermopan’. Ignoring the last, which is apparently already avail- 
able to Dr. Weinbren, I can at least offer him access to the second, 
to which I subscribe, and to many reprints from the first, in- 
cluding of course Schmitz’s article, if he wishes to study at first 
hand some of the recent advances in radiotherapy which he 


depreciates. 
REFERENCE 


1. Weinbren, M. (1958): S. Afr. Med. J., 32, 565. 


DESPATCH OF ORGANS TO THE PNEUMOCONIOSIS BUREAU 


1. The attention of medical practitioners is invited to section 29 (2) 
of the Pneumoconiosis Act, No. 57 of 1956, which provides that 
a medical practitioner in the Union or South West Africa who 
attended a deceased person (European, Coloured or Native) 
at the time of such person’s death and who knows or has reason 
to believe that such person worked in a dusty atmosphere at a 
controlled mine (a list of such mines is obtainable from the Bureau 
on application) or any such medical practitioner who has opened 
the body of a deceased person and who knows or has reason to 
believe that such person worked in a dusty atmosphere at a con- 
trolled mine, shall remove the cardio-respiratory organs of the 
deceased and send the said organs to the Bureau or any other 
place specified by the Director, in accordance with any instruc- 
tions which may be issued by or on behalf of the Director. 

2. Section 29 (4) of the Act provides that no medical practi- 
tioner shall . . . remove the cardio-respiratory organs of any 
person without the consent of the widow, if any, or an adult 
near relative of that person, if such widow or relative can readily 
be consulted. Attention is further invited to subsection (6) of 
section 29 in terms whereof a medical practitioner who fails, 
without reasonable excuse, to comply with any provisions of that 
section or any requirement of the Director under subsection (2) 
or (3), shall be guilty of an offence and liable on conviction to a 
fine not exceeding £50. 

3. It is desired to point out that the Bureau is primarily in- 
terested in the post-mortem examination of the cardio-respiratory 
organs and all such examinations are at present undertaken 
on its behalf by the Pneumoconiosis Research Unit at the South 
African Institute for Medical Research in Johannesburg. 

The findings as a result of post-mortem examinations con- 
ducted for the purpose of ascertaining the cause of death, although 
not essential, are nevertheless of great value to the Bureau and, 
if possible, copies of such reports should be included in the docu- 
ments submitted to the Bureau with the cardio-respiratory organs. 

4. Medical practitioners are therefore not required to carry 
out a post-mortem examination of the cardio-respiratory organs 
but should forward such organs, after removal (except in case of 
European miners where death occurs within a 30-mile radius 
of Johannesburg) to the Pneumoconiosis Bureau, De Korte 
Street, Johannesburg, either by rail or other convenient means 
of transport. If rail transport is used the container should 
be consigned ‘carriage forward’ or, alternatively, a rail warrant 
should be obtained from the nearest Magistrate and endorsed 
‘Charge mines depariment’. 

The following particulars must accompany each and every 
consignment: (1) Full name and last address of deceased, (2) date 
of birth, (3) date of death, (4) name of the mine where the deceased 
was last employed (if known), and (5) bureau number. 

5. Where the permission of the widow or an adult near relative 
can be obtained for the removal of the cardio-respiratory organs, 
medical practitioners should, in their own interest, obtain such 
permission in writing and a copy thereof should be attached to 
the documents mentioned in paragraph 4. Where permission is 
refused, a copy of such refusal should be forwarded to the Bureau 
together with the information mentioned in paragraph 4. 

6. The procedure to be adopted in the case of a deceased 
European miner, where the medical practitioner has issued a 
death certificate certifying that death was due to natural causes, 


and where the death occurred within a 30 mile radius of Johan- 
nesburg, is as follows: 

(i) The Pneumoconiosis Bureau should be notified of the 
death. 

(ii) The body should be sent to the mortuary of the Pneumo- 
coniosis Research Unit at the South African Institute for Medical 
Research, De Korte Street, Johannesburg. The cost of trans- 
portation will be met by the Research Unit and the account 
should be submitted to the Pathology Division, Pneumoconiosis 
Research Unit, P.O. Box 1038. Johannesburg. 

(iii) The following documents must be submitted with the 
body: (a) The death certificate, (6) the clinical history and, (c) 
permission for post-mortem examination signed by widow or 
near relative. 

7. In all other cases (European miners, Coloured labourers 
and Native labourers) not falling under paragraph 6 above, and 
where the medical practitioner has issued a death certificate 
certifying that death was due to natural causes, the following 

procedure should be adopted in the removal, preservation and 
despatch of the cardio-respiratory organs to the Pneumoconiosis 

ureau: 

A. When the removal is done in a mortuary. 

(1) The thorax should be opened in such a way that the lungs 
are not damaged. 

(2) The pericardial sac should be opened. 

(3) All pleural adhesions should be broken or cut with the 
least possible damage to the visceral pleura. 

(4) The thoracic organs should then be removed. 

(5) The large vessels, entering or leaving the heart, should be 
cut not less than | cm. above the pulmonary and aortic valves. 

(6) The thoracic organs without the heart should then be 
floated on water in a suitable basin. 

(7) A cannula or other suitable instrument should be inserted 
into the trachea and 10°, formalin introduced into the lungs. 
The formalin container should not be more than 3 feet (three feet) 
above the specimen. 

(8) The lungs should be removed from the rest of the thoracic 
organs by an incision through the main bronchi and _ vessels. 
The bronchi should be sectioned as close to the trachea as possible. 

(9) Pledgets of wet cotton wool should be inserted into the 
main bronchi in order to retain the formalin in the lungs. 

(10) The separated lungs and the rest of the thoracic organs 
should be placed in a container containing 10°; formalin. 

(11) The chambers of the heart should be opened and the 
blood clot washed out. 

(12) The chambers of the heart should then be packed with 
cotton wool soaked in 10°, formalin. The amount of cotton 
wool introduced should not increase the size of the heart. 

(13) The heart should be placed in the container with the 
lungs and other thoracic organs. 

B. Where the removal is carried out in any place other than a 
mortuary, the following procedure should be adopted: (1) As in 
A (1) above, (2) as in A (2) above, (3) as in A (3) above, (4) as in 
A (4) above, (5) as in A (5) above, (6) the lungs should be removed 
from the thoracic organs, (7) each lung should be placed on a 
flat surface with the hilum upwards and an incision made through 
the lung in a postero anterior direction, (8) all portions of both 
lungs should be placed in a container containing 10°; formalin 
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together with the rest of the thoracic organs, (9) as in A (11) 
above, (10) as in A (12) above and (11) as in A (13) above. 

N.B. ‘Thoracic organs’ include the heart, lungs, thoracic 
aorta, trachea, oesophagus, paratracheal tissue, larynx, para- 
laryngeal tissue and mediastinal tissue. 

It is essential that the above procedures should be carried out 
as far as practicable in the circumstances pertaining to each 
case in order to ensure that organs are received in the best possible 
condition for certification and research purposes. 


PASSING EVENTS : 


Mr. Paul Marchand, M.D., Ch.M., F.R.C.S., Thoracic Surgeon, 
has moved from Esselen Street, Hillbrow, Johannesburg, to 
Suite 10, Clarendon Centre, 4 Park Lane, Parktown, Johannes- 
burg. Telephone numbers remain unchanged. 

* * * 


Mr. L. Fatti, F.R.C.S., Thoracic Surgeon, has moved from Esselen 
Street, Hillbrow, Johannesburg, to Suite 10, Clarendon Centre, 
4 Park Lane, Parktown, Johannesburg. Telephone numbers 
remain unchanged. 
* * 

Dr. R. Sougin Mibashan, M.D., B.Sc., M.R.C.P., is practising as 
a physician at Medical Centre, Cape Town, during the absence 
overseas of Dr. Mark Horwitz. 

Dr. R. Sougin Mibashan, M.D., B.Sc., M.R.C.P., praktiseer 
as ‘n internis te Mediese Sentrum, Kaapstad, terwy!l Dr. Mark 
Horwitz oorsee is. 

* * 
S.A. Society of Obstetricians and Gynaecologists. At the annual 
general meeting held in Pretoria on 6 August 1958 the following 
were re-elected for the year 1958-59: Chairman Dr. J. C. Coetzee; 
Vice-chairman Prof. J. T. Louw; Honorary Secretary and Treasurer 
Dr. E. M. Sandler: Committee Members—Dr. T. St. V. Buss, 
Dr. F. N. Charnock, Dr. D. P. de Villiers, and Prof. J. N. de 
Villiers. 

* * * 
Members are reminded that they should notify any change of 
address to the Secretary of the Medical Association of South 
Africa at P.O. Box 643, Cape Town as well as to the Registrar 
of the South African Medical and Dental Council, P.O. Box 205, 
Pretoria. 

Failure to advise the Association can only result in non-delivery 
of the Journal. This applies to members proceeding overseas as 
well as to those who change their addresses within the Union. 

* * * 


The South African Society of Medical Women. A general meeting 
of the Cape Town Sub-group of this Society will be held in the 
Union, Medical School, Observatory, Cape, on Friday 19 September 
at 6.30 p.m. A buffet supper will be provided, after which Dr. 
J. van der Horst will give an account of the Eighth International 
Congress, which was held in London in July 1958. Any medical 
women who are interested are asked to get into touch with the 
Hon. Secretary, Dr. J. van der Horst, telephone 5-1352, residence 
(The White Cottage, Primrose Avenue, Wynberg) 71-4131. 


General Practitioner’s Group. A meeting was held on 13 August 
in the lecture theatre of Groote Schuur Hospital, Cape Town, 
under the auspices of the Cape Western Sub-group of the National 
General Practitioners’ Group, which took the form of a clinical 
discussion of difficulties and problems in general practice. The 
guest speaker was Prof. F. Forman. The meeting was very well 
attended and proved to be most enjoyable and instructive; mem- 
bers were enthusiastic and strongly urged that further meetings 
of a similar kind should be arranged. 
* * 


* 
Tak Wes-kaapland Alan Sichel Gholftrofee. °n Stableford-baan- 
syferkompetiese sal by die Mowbray-Gholfklub gehou word op 
Woensdag 17 September. Inskrywings moet gestuur word aan 
dr. J. L. van Selm, Southern Life-gebou, St. Georgestraat 101, 
Kaapstad (telefoon 2-1779): of dr. Jack Gelb, Commercial Union- 
gebou, St. Georgestraat, Kaapstad (2-8122); of dr. Ryno Milner, 
Southern Life-gebou, St. Georgestraat 101, Kaapstad (2-1938). 
Aangesien groot opkoms verwag word, moet inskrywings 
80 vroeg moontlik ingestuur word. 

* * 
‘n Mediese Sentrum waarin ~ 40 Bloemfonteinse geneeshere hulle 
Spreekkamers sal hé, is byna voltooi. Die sentrum is enig van sy 
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8. Containers and boxes for the conveyance of organs are 
obtainable from the Magistrate, South African Police, or the 
District Surgeon of the district concerned. If such containers and 
boxes are not available at any particular place or hospital, applica- 
tion should immediately be made to the Bureau. 

9. The cost of all material (formalin and cotton wool), re- 
quired for the preservation and transmission of specimens, will 
be borne by the Bureau and accounts should be submitted to the 
Secretary, Pneumoconiosis Bureau, P.O. Box 4584, Johannesburg. 


IN DIE VERBYGAAN 


soort omdat dit uitsluitlik aan dokters behoort en deur hulle 
beheer sal word. Die Sentrum is oopgestel aan alle dokters en 
elkeen is toegelaat om slegs *n beperkte aantal aandele te hou. 
Dit is dus in die volle sin van die woord ‘n Mediese Sentrum. 
Daar is ook voorsiening gemaak vir ‘n restaurant en vir ‘n kamer 
en depot vir plattelandse dokters wat stad toe kom. Ook is daar 
teatergeriewe vir die uitvoer van klein operasies onder ligte narkose. 
Die skema het gegroei en tot stand gekom onder die leiding van 
Drs. J. W. van der aoe en C. V. van der Merwe. 


*n Algemene Vergadering van die O.V.S. en B. Tak van die Mediese 
Vereniging is op 23 Augustus in Bloemfontein gehou. Dit is 
bygewoon deur praktisyns van oor die hele Vrystaat. Die spreker 
was Prof. H. W. Snyman van Pretoria. In sy pragtige en wel- 
luidende Afrikaans het hy gepraat oor nuwe rigtings in die mediese 
onderwys. Hy het begin deur aan te toon dat ervaring slegs tot 
wesenlike kennis en waarde kan ryp as dit uit die persoonlike 
ervaringsbeeld, deur die selfkritiek en saam met die buitekritiek 
groei. Hy het gewys op die veranderende siektebeeld en die 
noodsaaklikheid van geheelbenadering van siektetoestande en van 
die mens. Ons moet nie soseer siekte by die mens soek nie, maar 
die mens agter sy siekte beskou en daarby onthou dat die enkel- 
veroorsaking nou plek maak vir veelvuldige veroorsaking. Hy 
het die plek van die voorkomende medisyne beklemtoon. 

Die samekoms is afgesluit met *n aangename braaivleisfunksie 
by Maselspoort. 

* * 


Die Vereniging vir Geesteshigiéne van die O.V.S. het *n skema 
aangepak om voorsiening te maak vir die versorging van swak- 
sinnige kinders. Tot dusver bestaan daar nog geen inrigting 
van herdie aard in die Vrystaat nie. Die Vereniging het die 
steun van die Provinsiale Administrasie ontvang vir hierdie doel 
en ook het hulle persone en liggame, soos bv. die ,Round Table’, 
in hierdie projek geinteresseer. Op die oomblik is die eerste 
gebou, waarin die kantore van die Vereniging gehuisves sal word, 
en waarin 20 swaksinnige kinders versorg sal word, byna voltooi. 
Die doel van die Vereniging is egter om veel meer voorsiening 
te skep sodat die meeste swaksinnige kinders van die Vrystaat 
gehuisves en versorg sal kan word. Dit is inspirerend om te sien 
hoe veel die Vereniging in ’n kort tydjie bereik het. Ongeveer 
‘n jaar gelede het hulle maar net -- £12 in die bank gehad. 
* 


Dr. lan D. Grant, past Chairman of the British Medical Associa- 
tion, present Chairman of the British Medical Association Inter- 
national Relations Committee and President of the College 
of General Practitioners of Great Britain, has been invited by 
the National General Practitioners’ Group of South Africa to 
visit the main centres of the Union during September. During 
his visit to the Union Dr. Grant will! discuss: (1) History of the 
College of General Practitioners of Great Britain, (2) research 
work in general practice, (3) the work of the College in post 
graduate education and (4) contributions of the College to under- 
graduate education. All members of the Cape Western Branch 
of the Medical Association of South Africa are urged to attend 
these meetings on Wednesday 17 September, at 8.15 p.m. in the 
physiology lecture theatre, Medical School, Cape Town, and on 
Friday 19 September, at 8.30 p.m. at the Central Hotel, Paarl. 
Those members of the Association who would like to join with 
colleagues of the Drakenstein Division at a dinner at the Central 
Hotel before the meeting would be welcome. They are requested to 
contact Dr. P. Rens of Paar! for reservation. 
* * 


Unie van Suid-Afrika, Departement van Gesondheid. Nuusbrief 
Opgawes van gedugte epidemiese siektes en 
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-ejaaaai in die Unie gedurende die tydperk 15 tot 21 Augustus 
1958. 


Pes, Pokkies. Geen. 

Tifuskoors. Kaapprovinsie. 1 (Een) Naturellegeval van tifus- 
koors aangemeld uit Boswana-afdeling van die Matjantja-lokasie, 
Glen Grey-distrik. 


Poliomiélitis 
Bl. Nat. Kl. As. Totaal 
Transvaal .. = 6 6 - - 12 
Kaapprovincie 1 5 7 
Oranje-Vrystaat .. - - ~ - - 
Natal - - - 1 
Totaal & 5 20 
Plaaslike Besture Bl. Nie-bl 
Transvaal: 
Boksburg-munisipaliteit . . S 
Barberton-munisipaliteit . . S 1 
Brits-distrik P 1 
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Bl. Nie-bl. 
! 
3 


Greylingstad-munisipaliteit 
Johannesburg-munisipaliteit 
Pretoria-munisipaliteit 
Gesondheidsraad vir buitestedelike 
gebiede (Johannesburg) 
Gesondheidsraad vir buitestedelike 
gebiede (Oberholzer) 
Gesondheidsraad vir buitestedelike 
gebiede (Oberholzer) 
Kaapprovinsie: 
Blanco plaaslike raad 
Kaapstad-afdelingsraad 
Kenhardt-afdelingsraad 
Port Elizabeth-munisipaliteit 
Willowmore-afdelingsraad 
Natal: 


Durban-munisipaliteit .. 
P= Plattelands. 


te 


1 
S= Stedelik. 


IN MEMORIAM 
Leo Beuxkes. L.R.C.P. & S. (Epin.), L.R.F.P.S. (GLAs.), D.P.H. 


Dr. H. Bernstein, Medical Officer of Health, Vereeniging, writes: 
It is with deep regret that we heard of the passing away of Dr. 
Leo Beukes on 18 August 1958. He died at the early age of 43 
years when there still seemed so much for him to do. 

Leo Beukes was like a tonic to all who knew him, yet he lived 
during his last years, as no one knew better than he did, under 
sentence of death, the execution of which was due any day. Living 
then ‘on borrowed time’ as it were, as a result of a pernicious 
rheumatic valvular condition, he nevertheless worked twice as 
hard as many a fitter man. I had the privilege of getting to know 
him very well during the past 3 years, the greater portion of which 
he was Medical Officer of Health for Vanderbijl Park, and his 
boundless energy, his inexhaustible fund of good humour, his 


uncanny judgment of others, and his tolerance of his fellow man 
was to me always like a ‘shot in the arm’, and I always felt a better 
man when I left him. 

His absence from the M.O.H. Group of the Medical Associa- 
tion of South Africa is going to be particularly strongly felt. 
It was only during the past few years that he was able to actively 
participate in the affairs of the Group, and during this time 
his colleagues learnt to admire his clarity and breadth of vision. 

To his wife and two children go our deepest sympathy in the 
loss of a husband and father whose love and affection for them 
was amplified by the knowledge that he would not be able to 
give it to them for very much longer. Let us hope that the memory 
of that love and affection will help to sustain them when in the 
days to come he will be so keenly missed. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


*PEROLYSEN” 


Maybaker (S.A.) (Pty.) Ltd. announce the introduction of ‘pero- 
lysen’ brand pempidine tartrate, and supply the following in- 
formation: 

*Perolysen’ is a new oral ganglion-blocking agent synthesized 
in the May and Baker research laboratories. Clinical studies 
have shown it to be an effective, safe and easily manageable 
hypotensive drug. It has an autonomic ganglion-blocking activity 
resembling that of mecamylamine and is devoid of other pharma- 
cological actions in the clinically used dosages. After oral ad- 
ministration it is fairly rapidly and completely absorbed, has a 
moderate (5-8 hours) duration of action and is completely and 
relatively rapidly excreted in the urine. 

The indications for ‘Perolysen’ are those of other moderate 
or long-acting autonomic ganglion-blocking agents. The main 
indication is the management of selected cases of hypertension, 
particularly severe essential hypertension, and malignant hyper- 
tension. 

*Perolysen’ is presented as tablets of 5 mg. and 10 mg. in con- 


tainers of 50 and 
* * 


CORLAN PELLETS 


Glaxo Laboratories announce Corlan Pellets and supply the 
following information: 
Description. Each Corlan Pellet contains 2-5 mg. of hydro- 


cortisone in the form of the water-soluble ester, hydrocortisone 
hemisuccinate sodium. 

Indications. Primarily treatment of simple aphthous ulceration 
in the mouth. May also be used as treatment of aphthous ulcera- 
tion as a complication of diseases such as sprue, idiopathic 
May be helpful in dental 


Steatorrhea and ulcerative colitis. 


practice, e.g. sensitivity reactions to denture materials, but not 
traumatic conditions due to poorly fitting plates. Corlan Pellets 
should not normally be used in the presence of gross sepsis of the 
mouth, or for the treatment of such oral infections as thrush and 
Vincent's angina, except as an adjuvant to specific chemotherapy. 

Administration. Corlan Pellets should not be sucked but should 
be kept in the mouth and allowed to dissolve slowly, in close 
proximity to the actual ulcer or ulcers. 

Dosage. Minor aphthous ulceration: One Pellet four times a 
day. Maior aphthous ulceration: Initially, as for minor ulceration. 
Thereafter, it is desirable to continue with a maintenance dose of 
1 or 2 pellets a day in the moderately severe cases or 3 to 4 pellets 
a day in the most severe cases. If complete freedom from ulceration 
has been achieved for some months therapy can then cease, to be 
resumed at the first sign of recurrence. 

Storage. Store in a cool dry place. 

Reference. Truelove, S. C. and Morris-Owen, R. M. (1958): 
Brit. Med. J., 1, 603. 

* * * 
“STREPTOTRIAD” GRANULES 


Maybaker (S.A.) (Pty.) Ltd. announce the introduction of ‘Strep- 
totriad’ Granules supplied in a bottle, to which 25 c.c. of water 
should be added providing 1} fl. oz. of a suspension containing 
the following in each fluid drachm: Sulphathiazole 100 mg., 
sulphadiazine 100 mg., sulphamerazine 65 mg., streptomycin 
(as sulphate) 65 mg. One fl. drachm of the prepared suspension 
contains the same amounts of active ingredients as one ‘Strepto- 
triad’ tablet. 

The granules are sweetened and raspberry-flavoured, and the 
prepared suspension will be well accepted by children and by 
adults who are unable to take tablets. ‘Streptotriad’ is indicated 
for the comprehensive treatment of bacillary dysentery. 
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REVIEWS OF BOOKS 


PRACTICAL ELECTROCARDIOGRAPHY 


Practical Flectrocardiography. 2nd Edition. By Henry J. L. 
Marriott, M.D. Pp. xvi + 226. 158 Illustrations. 40s. net. 
London: Bailliére, Tindall & Cox, Ltd. 1957. 


The author describes the basic patterns encountered in routine 
electrocardiography in a very simple form. He is not wedded to 
unipolar electrocardiography and therefore points out the occa- 
sional advantages obtained by the use of CR and CF leads. Little 
time is spent on theoretical considerations and throughout the 
text is simple and practical, as the name of the book would indi- 
cate. The arrhythmias are well illustrated and only the important 
aspects described. The major patterns encountered in heart disease 
and in extra-cardiac disturbances are concisely and clearly shown. 
The student, in particular, will find this a very easy introduction to 
electrocardiography, with a minimum of theoretical considerations 
to confuse him. 

This small book can be recommended to students and prac- 
titioners who are not specialists in this field of medicine. 


LABORATORY APPLICATIONS IN PEDIATRICS 


Laboratory Applications in Clinical Pediatrics. By Irving J. 
Wolman, M.D. Pp. xi + 1019. $15-00. New York—Toronto— 
London: McGraw-Hill Book Company, Inc. 1957. 

This book is a joy to possess. 

The majority of books having titles similar to this one have the 
general characteristics of a good soporific. They are read of neces- 
sity and certainly not from choice. Dr. Wolman is to be congratu- 
lated on the skill with which he has compressed masses of scientific 
facts of a physiological, haematological, biochemical, bacterio- 
logical, and clinical nature into one compact yet extremely readable 
and interesting volume. This is a major achievement. 

There are no diagrams of any kind, no graphs, no charts, and 
only a bare minimum of tables. The winnowing of the contents 
has been thorough and done by a master, not only of the many 
biochemical and other investigations, but also of their application 
to the patient and his problems. Many clinicopathological tests 
are described though there is no attempt to make a compendium 
of purely laboratory procedures. ‘The criterion for inclusion is its 
usefulness for diagnosis.’ There is an excellent and up-to-date 
bibliography at the end of each section and this is of the greatest 
value, even to research workers. The index is full and accurate. 

The book was intended and justifies itself as one for ‘every 
physician who deals with children’ and certainly not for occupying 
a place on a laboratory shelf, though it would be perfectly at home 
there. The preface indicates that he, the physician, should be 
selective rather than indiscriminate when soliciting help from the 
laboratory. His task will be made infinitely easier if he is conversant 
with even a minor fraction of its contents. He, whoever he may be 
and whether he works in general practice or in some other sphere 
of paediatric activity, will certainly feel that in this as an addition 
to his reference library, his money has been well invested. — 


HUMAN PARASITOLOGY 


Blacklock and Southwell—A Guide to Human gy 4 for 
Medica! Practitioners. 6th Edition. Revised by T. H. Davey, 
O.B.E., M.D., D.T.M. Pp. viii + 222. 119 Figures. £1 ‘10s. net. 
London: H. K. Lewis & Co., Ltd. 1958. 


It is indeed pleasant to meet an old friend, Blacklock and Southwell, 
again. Many medical men must have had their introduction to 
parasitology through the pages of this book. The present edition is, 
like its predecessors, severely practical, but one would have 
liked to have seen a little more of the philosophy of parasitism; 
possibly a short chapter dealing with thé host-parasite relationship 
would not have been out of place. 

It was disappointing to see no mention of the zinc sulphate 
technique for the concentration of amoebic cysts and helminth ova 
for, properly used, this technique is as effective as the formalin- 
ether technique for ova and is immeasurably superior for protozoan 
cysts. 

There is an unfortunate perpetuation of the mislabelling of 
Isospora hominis when what is depicted is in fact J. belli, par- 
ticularly when this is mentioned in the preface. Some authorities 
might question the existence of parasitic males of Strongyloides 
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stercoralis and no mention is made of the readily distinguishable 
genital rudiment in the distinction of the rhabditiform larvae of 
Strongyloides from those of th Hookworms. More stress might 
have been laid on auto-infegrion with this parasite. 

Dealing with Larva migfans, the author states that this might 
be due to either infection with Ancylostoma braziliense or Ancylo- 
stoma caninium—infections with the latter worm are rare. Mention 
should perhaps alse-have been made of the visceral Larva migrans 
following on infections with Toxacara. 

Despite the many criticisms, this is a book which can quite 
definitely be recommended for those interested in the animal 
invaders of man. 

R.E.D. 


BIOCHEMICAL INVESTIGATIONS IN DIAGNOSIS AND 
TREATMENT 


Biochemical Investigations in Diagnosis and Treatment. 2nd 
Edition. By John D. N. Nabarro, M.D., F.R.C.P. Pp. xi + 
299. 25s. net. London: H. K. Lewis & Co., Ltd. 1958. 


This small book is quite remarkable for the amount of information 
which has been compressed into it; occasionally the compression 
results in near obliteration, but as a rule great skill has been 
displayed in the selection of material. The book is intended for the 
clinician as a guide to the selection of biochemical tests and to 
the interpretation of the results obtained. Not much attention is 
given to the underlying scientific mechanisms. In addition to the 
commoner tests, some of the newer procedures are briefly but 
helpfully discussed ; examples are the corticotrophin test for adrenal 
efficiency, the calcium infusion test for parathyroid tumour and 
the insulin-glucose and cortisone-glucose tolerance tests. It is 
recommended that some obsolete tests be discarded. The sections 
on electrolytes and on the adrenal are particularly good. 

The book ends with lists of investigations on blood, urine and 
faeces with the normal limits of their results. Each list is divided 
into ‘tests usually undertaken in hospital laboratories’ and ‘tests 
not regularly undertaken . . .’ This will have the approval of the 
laboratories, for few junior clinicians seem to realise the extra 
work an extra word on the request form may entail. Perhaps these 
lists could be reprinted for the laboratory workers to send to their 
clinical colleagues as a Christmas card. 

References are given to general reading at the end of each chapter. 
Occasionally references on special subjects are given in the text. 
The tables of normal values give references to original papers. 
This assortment of references works out satisfactorily without 
waste of space. G.C.L. 


THE SKELETON IN CHILDHOOD 


Das Skelett des Kindes. Entwicklung, Bildungsfehler und 
Erkrankungen. Von Doz Dr. W. Swoboda, Wien. xii+184 
Seiten. 199 Abbildungen in 222 Einzeldarstellungen. DM 48.-. 
Stuttgart: Georg Thieme Verlag. 1956. 


In his first chapter, the editor describes the principal features of 
normal radiology of the juvenile skeleton with special reference to 
the newborn. Following sections deal with the anomalies and 
diseases of the skeleton during childhood, classified according to 
etiology or differential diagnosis: congenital and endocrine 
disorders, bone pathology due to malnutrition and faulty meta- 
bolism, inflammation, infection, toxins and diseases of the lympho- 
reticulo-endothelial system. The last chapters give a selection of 
bone tumors and traumatic effects. 
Although well illustrated, this book is not an atlas of radiology. 
It favourably combines clinical features and radiology, thereby 
serving as a valuable guide both to radiologist and clinician. 
It can be specially recommended to general practitioners attending 
to children, paediatricians, radiologists, orthopaedic surgeons, 
surgeons and endocrinologists. 
G.H.M. 


CHRONIC BRONCHITIS 
Revent Trends in Chronic Bronchitis. Edited by Neville C. Oswald, 
M.D. (Cantab.), F.R.C.P. (Lond.). Pp. vii+-199. 74 Figures. 
30s. net. London: Lloyd-Luke (Medical Books) Ltd. 1958. 


This is a very useful book and a few points are worth quoting: 
1. There was a consistently high prevalence of bronchitis in smokers 
as found in England. 2. The relative importance of H. influenzae 
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and the pneumococcus in the causation of bronchitis and the great 
benefit of antibiotics in the form of Penicillin and Streptomycin 
in the treatment of the secondary infection in this condition. 
Penicillin and Streptomycin were found as effective as any other 
antibiotic. The Tetracycline drugs were perhaps the most useful 
of the wider spectrum antibiotics in this condition. If deterioration 
in the condition is to be arrested, the exacerbations should be 
suppressed as rapidly and effectively as possibly with the anti- 
biotics mentioned. To find the organism which is mostly responsible 
for this condition, many cultures must be taken from a single plug 
of sputum because often mucus hides the pus and a smear from the 
mucus may show nothing. 

In the chapter on disturbance of respiratory function it is 
emphasized that quite useful information can be gained from 
simple methods of measurements and that complicated measure- 
ments, while useful, are not absolutely necessary. The value for 
instance of routine measurements of the vital capacity in following 
the progress of patients with bronchial asthma is stressed. The 
measurement of oxygen saturation in the arterial blood, which can 
be fairly simply done with an oximeter is valuable in emphysema, 
but is certainly much less sensitive than a routine examination of 
maximal midexpiratory flow rate. 

In your reviewer's opinion this is a valuable and most compre- 
hensive little book on chronic bronchitis and is recommended. 

M 


INTRAVENOUS CHOLANGIOGRAPHY 


Intravendse Cholangiographie. Grundlagen, Technik, Ergebnisse. 
Von Priv.-Doz. Dr. Th. Hornyvkiewytsch, Giessen. Mit einem 
Geleitwort von Prof. Dr. R. Janker, Bonn, und einem Vorwort 
van Prof. Dr. H. Bohn, Giessen. xii+159 Seiten. 110 Abbil- 
dungen in 185 Einzeldarstellungen. DM 54.-. Stuttgart: Georg 
Thieme Verlag. 1956. 
This monograph is a description of intravenous cholangiography 
with Biligrafin. (This contrast medium has been proved, to allow 
a rapid examination of the biliary tract and to be less toxic than 
other conventional contrast media.) By this technique, the bile 
passages could be demonstrated in 88°, of 1,800 healthy indi- 
viduals. A detailed description is given of the radiological symp- 
toms in abnormal bile passages. This, and numerous impressive 
radiographs demonstrate how far radiological diagnostics can 
now be carried beyond ordinary cholecystography: e.g. cholangitis, 
various forms of stenosis of the bile passages, calculi, even dys- 
function without anatomical changes, long ago postulated and 
described clinically by von Bergmann and his associates. 

The last chapter deals with the important post-cholecystectomy 
syndrome. Since, according to statistics, 47°, of all patients are 
found to have complaints after cholecystectomy, the importance 
of improved cholecystography plus cholangiography—in addition 
to pre- and postoperative radiomanometry—becomes evident. 
This book, with an interesting preface by the clinician Bohn, is of 
particular value to radiologists, physicians and surgeons. . 

.M. 


AIDS TO PUBLIC HEALTH 


Aids to Public Health. 8th Edition. By Llywelyn Roberts, 
M.D. (Hygiene), M.R.C.P., D.P.H. Pp. viii+335. 10s. 6d. 
London: Bailliére, Tindall & Cox Ltd. 1957. 


This little publication is, as its author so carefully states, only a 
pocket edition for the assistance of students preparing for examina- 
tions in public health and preventative medicine. 

Perusal of its well-set-out format reveals a number of rather 
controversial statements, one of which gives the mortality rate of 
typhoid fever as varying between 10°, and 15°. Perhaps these 
figures refer to the pre-antibiotic days; they certainly do not in 
any way reflect the figures and rates obtaining in this country, 
where typhoid fever is endemic with seasonal epidemic outbreaks. 
A further somewhat surprising statement that typhoid organisms 
are recoverable from the faeces during the first week of typhoid 
fever is hardly in keeping with present-day knowledge of the 
pathological and bacteriological aspects of this disease. 

Apart from minor errors of this sort, this book covers a very 
wide field with chapters, of necessity greatly abbreviated, on 
industrial health, social care, problems of the aged and personal 
hygiene, all facets of public health which have only recently come 
into prominence. It is, however, surprising to note that in the 


last-named chapter very little mention is made of accidents in the 
home and their prevention. 


Surely this most fruitful field for 
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both the general practitioner and the health visitor should have 
received more emphasis ? 

A very interesting and useful appendix listing suitable text 
books for additional reading is added. The index for such a small 
publication is full and accurate. 

I have no hesitation in recommending this little aid to those 
individuals who prefer their facts potted and who realize the 
shortcomings and limited applicability of such a publication. 

E.D.C. 
PSYCHIATRIST AND PAINTINGS 


The Door of Serenity. By Ainslie Meyers, M.B.B.S., B.Agric. 
Sc., D.P.M. Pp. 110. Coloured Plates 24. 21s. net. London: 
Faber & Faber. 1958. 


Art as a form of occupational therapy has for long been encouraged 
and many an invalid has found comfort and stimulus in dabbling 
with paint and canvas. As a specific means of psychotherapy, 
however, it serves a more direct purpose and is used, as are the 
verbal communications, to interpret the patient’s unconscious 
feelings which are here pictorially represented. 

This book is a short work describing the use of a schizophrenic 
girl’s paintings in bringing her through the door of serenity back 
to sanity. The paintings are in no way a conscious pictorial repre- 
sentation of her feelings but are the spontaneous product of forces 
within her mind of which she is not fully aware;they follow no 
logical laws and only grotesque phantasy determines the symbo- 
lism so that quite bizarre inconsistencies are seen. The ideas are 
always horrible, at any rate until near the end, and the paintings 
caused great distress even though the patient had no conscious 
understanding of their meaning and in fact the ideas expressed 
verbally could hardly be expressed in words. 

Every psychiatrist will find this book interesting but most will 
have the feeling that much of the therapeutic success was due 
to the warm-hearted understanding achieved by a psychiatrist 
dedicated to the cure of this particular patient. 

S.B. 


ANAESTHESIA AND OTORHINOLARYNGOLOGY 


Anesthesia and Otolaryngology. By Donald F. Proctor, M.D. 
Pp. xvi+-268. 33 Illustrations and Drawings. 56s. London: 
Bailli¢re, Tindall and Cox Ltd. 1957. 


As a practising anaesthetist, | cannot find myself in agreement 
with several of Dr. Proctor’s techniques, for example his recom- 
mendation of topical anaesthesia for the passing of an endo- 
tracheal tube, in a patient with a full stomach. 

A whole section is devoted to otolaryngological procedures 
under local anaesthesia. The techniques are well described and 
easily followed. In these days of modern anaesthetic techniques, 
however, I feel that bronchoscopies, and in fact most other oto- 
laryngologeal operations need only be done under local anaesthesia 
when no anaesthetist is available. 

There is, however, much to be learned from him, and his book 
is full of sound advice, more particularly the chapters on pre- 
operative and post-anaesthetic care. 

Section four of the book is particularly valuable, and the chapter 
on respiratory resuscitation should be carefully read and the 
advice given followed in every hospital in this country. 

There are numerous references and the book is well —, . 


YEAR BOOK OF PEDIATRICS 


The Year Book of Pediatrics—1957-1958. Edited by Sydney S. 
Gellis, M.D. Pp. 469. 153 Illustrations. $7.50. Chicago: 
Year Book Publishers, Inc. 1957. 


The 1957/1958 edition is well received. 

Since 1952 the Year Book of Pediatrics has been under the 
editorial command of Dr. Sydney S. Gellis: from then onwards 
Dr. Gellis has maintained the high standard of his predecessors 
and this 1957/1958 Year Book carries on this tradition. 

The abstracts this year cover the usual wide field and are spread 
over the world’s literature. Although inclusive of American 
publications, they also have increased coverage of the literature 
of other countries. Their selection has again been very well made. 

The abstracts are grouped under the same 17 headings as in 
previous editions and many of them are followed by editorial 
comment or the invited comment of various experts in_ their 
particular fields. Most of these comments are undoubtedly of 
value and interest but a few are controversial. The abstracts also 
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provide the stimulus to refer to the complete articles and papers 
in their respective journals. 

This books is similar in production to the previous editions— 
maintaining its excellence in this respect and it is also suitably 
and well indexed. It is recommended reading to all interested in 
infant and child care but one would be happier with the price a 
little reduced. 

I.K. 


MAXILLO-FACIAL SURGERY 


Fortschritte der Kiefer- und Gesichts-Chirurgie. Ein Jahrbuch. 
Band II. Herausgegeben von Prof. Dr. Karl Schuchardt und 
Prof. Dr. Martin Wassmund. viii+268 Seiten. 291 zum Teil 
mehrfarbige Abbildungen. DM. 60.-. Stuttgart: Georg Thieme 
Verlag. 1956. 


This book is the second volume of papers dealing with maxillo- 
facial surgery. It is an exceedingly well-illustrated book which 
can be also recommended to those not quite proficient in reading 
German. The book is partly written in English; the papers are 
followed by a summary in English. This volume contains a mass 
of technical advice which cannot be reviewed in detail but which 
is undoubtedly of value to the expert. The illustrations of the 
book impressively demonstrate to the non-expert that much 
better results can be achieved in maxillo-facial plastic surgery than 
it seems to be known to many general practitioners. For example: 
‘The technique of neutralization of colour in capillary haeman- 
giomas of the face by intradermal injection (tattooing) of per- 
manent pigments’ by Conway and Stark, Cornell Medical Centre, 
New York, “The surgical treatment of bilateral congenital facial 
paralysis’ by Webster, Columbia University, New York, ‘Additive 
face lifting and eye-lifting in facial paralysis’ by Schroeder, Kiefer- 
Klinik, University of Hamburg. A study of this book is recom- 
mended to plastic surgeons, neurosurgeons and ENT specialists. 
G.H. 


DERMATOLOGIST AND ALLERGIC THERAPY 


Thérapeutique Dermatologique er Allergologique. Evolution et 
Te ces. Published under the Direction of Jacques Charpy. 
Pp. 22 Figures. 2.500 fr. Paris: Masson et Cie. 1957. 


This book is a collection of papers presented at the 7th annual 
gathering of the Marseilles branch of the Société Frangaise de 
Dermatologie in October 1956. There are about 60 papers of 
varying quality from French, Italian, German, Spanish and other 
continental contributors, and they give a good survey of con- 
temporary views on dermatological therapy in Europe. Those 
who do not habitually read the continental journals will find it 
interesting and profitable. 
J.M. 


HANDBOOK OF MIDWIFERY AND GYNAECOLOGY 


A Practical Handbook of Midwifery and G gy for Students 
and Practitioners. Fifth Edition. By W. F. T. Haultain, O.B.E., 
M.C., B.A., M.B., B.Ch., F.R.C.P.Ed., F.R.CS.Ed., F.R.C.O.G. 
and Clifford Kennedy M.B., Ch.B., 'F.R.CS.Ed.,. F.R.C.0.G. 
Pp. x +410. SO Illustrations. 30s. net + Is. postage abroad. 
Edinburgh and London: E. & S. Livingstone Ltd. 1957. 


This book is not designed as a complete text-book of obstetrics 
and gynaecology but as a book for quick reference, or, in the 
case of students, for revision. The text is written in note form 
and deals with the practical aspects of clinical diagnosis and 
treatment. Theories of aetiology are conspicuous by their absence 
and are only mentioned when they have some bearing on treat- 
ment. 

The section on obstetrics is, I think, the best and the chapter 
dealing with extra-uterine gestation is particularly good. My 
only criticisms in this chapter are, firstly, that insufficient em- 
phasis has been placed on the danger to the baby when either 
internal or bipolar version is performed—in most instances 
Caesarean Section is a safer alternative—and, secondly, the 
inclusion of foetal indications for therapeutic abortion, namely 
Rhesus incompatibility with foetal deaths and rubella at less 
than two months gestation, is controversial and might not be 
upheld in a court of law. 

The retention of a section on the use of bougies and the hydro- 
Static bag is surprising in such an up-to-date book. 

section on infections of the genital tract follows logically 
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on the section dealing with puerperal sepsis. It is very well pre- 
sented and should be a great help to the student who wishes to 
clarify the vague term ‘chronic pelvic infection’. 

Tubal insufflation is described using air; this is extremely 
dangerous and several fatalities have occurred from air embolism. 
Carbon dioxide insufflation does not carry this danger and should 
always be used in preference. 


Despite these criticisms this is an ideal book for revision and 
can be recommended to both the final year student and the general 
practitioner. 

D.M. 


ANATOMY OF CONGENITAL PULMONARY STENOSIS 


The Anatomy of Congenital Pulmonary Stenosis. By Sir Russell 
Brock, M.S., F.R.C.S., F.A.C.S. (Hon.). Pp. xiii+-114. 76 
Illustrations. 30s. net. London: Cassell and Company Ltd. 
1957. 


This book is a model of clear exposition, in short, forceful and 
unequivocal English. As always, Sir Russell Brock speaks from a 
thorough personal study and observation of both pathological 
specimens and of the living heart. The author confines himself 
to a study of anatomy, from its embryology to its development 
into normal or abnormal structures and includes function as 
deduced from form as seen at operation. A clear and minute 
description of the Aulbus cordis forms the centre of the early 
chapters, and deviations from normal development are foliowed 
from pure pulmonary stenosis to its various associations with 
septal defects and aortic root displacements, ending with trans- 
positions and common ventricle. These variations are classified, 
perhaps, in too clearly separated groups, and the consequent 
radiological and angiographic appearances are well presented. 
From these studies, surgical rationale is discussed, and certain 
difficulties and mistakes made in the early days are explained. 
In one chapter the author shows how, after division of a pul- 
monary valve stenosis, the hypertrophied muscle of the infundi- 
bulum may yet spoil the result by obstructing the outflow tract. 
Another cause of failure, this time produced by the infundibular 
punch, is the closeness of the infundibular stenosis to the septal 
cusp of the tricuspid valve. Of Sir Russell’s 168 cases of Fallot’s 
tetralogy, } were associated with a short fibrous diaphragm and 
were amenable to punch excision. 


In his last chapter he puts forward evidence, from personal 
observation, from Keith’s anatomical observations and from 
Prinzmetal’s film, of a peristaltic form of action of the infundi- 
bulum, which has certain consequences in cases of Fallot’s tetra- 
logy. One of them is the tendency, during periods of increased 
tonus of the infundibulum, to decreased pulmonary flow and 
cyanosis with or without syncope. Another is the occasional 
anomalous pressure change seen in the infundibulum during 
cardiac catheterization, sometimes leading to misdiagnosis. 

With all its wealth of knowledge and information the book is 
short, and must be followed with close attention, but it is relieved 
from any hint of dryness by its lively language and its occasional 
flash of humour, in keeping with its author’s previous works. 
It contains numerous and clear photographs and diagrams, as 
would be expected from the teacher who wrote it. It is a classic 
in its subject and must be read by all physicians or surgeons 
interested in cardiac surgery. 

L.F. 


FELLOWSHIP IN SOCIAL AND OCCUPATIONAL HEALTH 


Report to the World Health Organization on a Fellowship in 
Social and Occupational Health (including workmen's compensa- 
tion, accident prevention and rehabilitation) Spent in Great 
Britain, The Netherlands, Sweden, Finland and Germany (1957). 
By Gerald Machanik, M.R.C.S. (Eng.). L.R.C.P. (Lond.), 
D.P.H. (Rand). Pp 113. Pretoria: Workmen’s Compensation 
Office. 1957. 


Edgar L. Collis, in his retrospect of prehistoric industry writes: 

‘The statement may be made that the intelligence of a race is 
measured by its industry, and that the primary raison d’étre of 
industry is safety and health. In other words industry is the 


means human intelligence employs to insure the existence of the 
race.” 


This essential purpose of human endeavour has become ob- 
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scured in the involved processes of industrial development. It 
is with the fate of the individuals making up the working force 
of the nations that Dr. Machanik is concerned. Thus his World 
Health Organization fellowship took him to Great Britain, the 
Netherlands, Sweden, Finland and Germany to study the de- 
velopments that have taken place there in the fields of Social 
and Industrial Health. 

In his report, which is divided into sections, he deals with the 
subject in considerable detail. At the end of each chapter, how- 
ever, its noteworthy features are presented. These are analysed 
and discussed with balanced judgment in the final chapter of 
each section. 

The subject is treated in a broad, philosophical manner. Em- 
phasis is placed upon the enhancement of the physical and mental 
well-being of the individual and the consequent harmonious 
functioning of the population. 

Passing from the opening chapters in which the various com- 
pensation schemes of the countries visited are summarized, the 
author introduces the reader to a wider concept of the problem 
of occupational disablement. He points to the general recognition 
that much more is needed than the simple monetary compensation 
and medical aid that has been accepted until recently as the full 
entitlement of workmen sick or injured as a result of their work. 
It is through preventive and rehabilitative measures and positive 
promotive health programmes that the most rewarding develop- 


CORRESPONDENCE 


INDUCTION OF ANAFSTHESIA WITH THIOPENTONE 


To the Editor: Dr. Maytom! challenges a method evolved for the 
safe induction of anaesthesia with minimal doses of thiopentone 
as ‘dangerous showmanship’. He finds it necessary to quote an 
authority on the clinically obvious fact that the rate of adminis- 
tration may be so slow as never to achieve anaesthesia, to warn 
against which fact my letter was written. Dr. Maytom’s authorities 
may further have informed him of the acute resistance to thio- 
pentone developed in many cases—an effect which may be a factor 
in necessitating even larger doses of a potent and unpredictable 
drug, when given slowly. 

My ‘guessed’ dose varies between 200 and 350 mg. (usually 
nearer the former); a satisfactory induction is obtained in all but 
the most resistant cases, the effect being of brief duration and 
adequate depth and reproducible only by double or treble the dose 
given slowly. Depth of anaesthesia being notoriously difficult to 
judge with this agent, I prefer to establish a recognizable plane 
rapidly with ‘safer’ agents. Hypoxia is not a factor, since controlled 
respiration is usually possible within 45 seconds of commencement 
of induction, unless intubation proves difficult; additionally, 
Dr. Jackson’s practise of instructing the patient to breathe deeply 
is followed, this having the secondary tendency to block fright. 
Dr. Jackson’s studies on associated hypotension showed this to be 
transient: it is even more so with minimal dosage.* 

There remains the factor of lessening the duration of the passage 
through the really dangerous phase of ‘irritable reflexes’, which, 
to me, constitutes the greatest danger in thiopentone induction, 
other factors being equal. 

R. G. Drummond 
Coalbrook South Colliery 
P.O. Coalbrook 
O.F.S. 


26 August 1956 


1. Maytom, P. H. B. (1958): S. Afr. Med. J., 32, 860 (23 August). 
2. Jackson, B. (1958): Jhbid., 32, 717 (19 July). 


THE MEDICAL COUNCIL ELECTION 


To the Editor: Since | have been approached by so many of my 
colleagues, who are absolutely astonished at such an unwarranted 
personal attack on our worthy colleague Dr. Impey, I wish to 
take up the cudgels on his behalf. 

I have perused the letter of Dr. Jonathan Gluckman in the 
Journal of 9 August 1958! and I must say that his tirade is ab- 
solutely uncalled for, especially since it involves one of the most 
senior members of our profession, and one who has given un- 
stinted service throughout his career. 
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ment can be expected. The different systems of supervision of 
industrial health and safety are skilfully described and com- 
pared. The section on rehabilitation is particularly outstanding. 
Reference is made to the former attitude which accepted the 
wastage due to sickness and injury as inevitable and gave little 
thought or attention to hastening the return to work of the sick 
and injured or to the employment of handicapped persons. A 
more humanistic attitude and changed circumstances, in which 
the productive effort of each individual is essential to the well- 
being of the nation, have caused a new attitude to the restoration 
to health, working capacity and social independence of the in- 
capacitated. This has led to the establishment of occupational 
therapy and vocational training centres, retraining workshops 
and rehabilitation centres for the industrially injured, fatigued 
and maladjusted. 

The advantages of the various schemes operating in the different 
countries are discussed and evaluated, and the conclusions drawn 
are clearly stated. This is a most valuable document in which is 
revealed an acute awareness of our human obligations and social 
responsibilities in a world of rapid technological advance and 
industrial achievement. It merits the careful study of all who 
are concerned with the efficient functioning of industry and the 
welfare of the industrial worker. Included in this category are all 
those medical practitioners who have as their patients the workers 
of industry. M.G.W 


: BRIEWERUBRIEK 


It is a pity that there are not more Dr. Impeys. In case Dr. 
Gluckman does not know some of Dr. Impey’s attainments, 
let me remind him: (1) Military Cross in 1914-1918 war, (2) 
Assistant Director of Medical Services in 1939-45 war, (3) Senior 
Lecturer in obstetrics end gynaecology at the University, of Cape 
Town, (4) Member of the Medical Council for the past 14 years, 
(5) Lecturer in Medical Ethics at the University of Cape Town, 
and (6) Past member of Federal Council and past President of 
the Cape Western Branch of the South African Medical Associa- 
tion. 

Who then is in a better position to write to the electorate, 
both as a man and as a doctor? And what harm has he done if 
he reminded us of the impending election, so that suitable candi- 
dates could be approached timeously ? 

Dr. Gluckman’s letter goes off at a tangent imputing or en- 
deavouring to impute improper and personal motives. I say 
most emphatically and without hesitation, that such insinuations 
are not becoming, and I refute them most strongly; for, as one 
who served on his staff during the last war, I can assure all mem- 
bers of our profession that Dr. Impey has but one object in view, 
and that is to uphold the dignity and tradition of our profession. 
Hence the stress he lays on medical ethics and medical education, 
for no other profession occupies such a unique position in the 
eyes of the State and general public, as does the medical pro- 
fession. 

It also must be pretty obvious to all who know Dr. Impey that 
he has no personal axe to grind and I make bold to state that 
should his name go forward at the next election there can be no 
doubt as to the outcome. 

I can only say that we at the Cape are amazed at Dr. Gluck- 
man’s outburst and I similarly wish to make the pertinent in- 
quiry. ‘By whom was Dr. Gluckman so readily persuaded to 
put pen to paper’? Is it not just another case of ‘wat die hart van 
vol is loop die mond van oor?” 

No, the motive of Dr. Impey’s letter is nothing more than a 
timely warning to prospective candidates to prepare themselves 
for election and not to leave it to the last minute. 

I for one highly appreciate this information coming from so 
senior and esteemed a member of our profession. ‘Experentia 
Docit.’ 

Morris Helman 
612 Medical Centre 
Heerengracht 
Cape Town 
22 August 1958 


1. Gluckman, J. (1958): S. Afr, Med. J., 32, 815. 
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